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TUBERCULOSIS OF ELBOW-JOINT WITH 
ESPECIAL REFERENCE TO 
TREATMENT. 

MicHAEL Casper, M. D., 

Ky. 


The following brief report of a case of tuber- 
culosis of the elbow-joint is presented to emphasize 
the importance of roentgenoscopy in the differen- 
tial diagnosis of osseous lesions, and to illustrate 
the excellent results which may be secured by the 
intra-articular pressure-injection method of treat- 
ment. 

It is well to remember, in passing, that the two 
chief chronic bone-destroying diseases are tubercu- 
losis and syphilis. By careful roentgenoscopy dif- 
ferential diagnosis is possible between destructive 
lesions due to these two causes, and we are thus 
able to institute appropriate treatment at a much 
earlier period than we heretofore could. Early 
treatment is especially important in tuberculous in- 
fection, i. e.. before osseous destruction has become 
extensive. The case here reported amply illustrates 
this feature: 


Female, aged seven years, of healthy parentage, 
was brought to me by Dr. E. T. Grasser with the 
history of having fallen from a swing injuring her 
left elbow about two weeks previously. It so hap- 
pens that this trivial injury, which was purely co- 
incidental and not causative of the present trouble, 
did cause the joint to become actively swollen; 
hence, the mother was accidentally, as it were, 
forced to seek timely medical advice. 

The roentgenoscopic examination “told the 
story,”—considerable destruction of the ulna and 
humerus having already occurred, as will be ob- 
served by the roentgenograms here reproduced. The 
radius was not involved, nor is it usually affected 
until late in the history of such lesions. 

The little patient was emaciated, she had become 
anemic, and her temperature was actively febrile. 
She has been given general hygienic treatment, i. e., 
abundant exercise in the open air, she has slept on 
a sleeping porch for some time, and so-called re- 
constructives and tonics, such as iron, arsenic, etc., 
have been administered. 

The serous exudate secured for bacteriologic ex- 
amination failed to reveal the presence of tubercle 
bacilli, nor was a positive culture obtained on blood 
serum or agar. Guinea pig inoculation was not 
practiced in this case, although it is recognized as 
a very important diagnostic procedure. The diag- 
nosis of a tuberculous lesion of the joint was plainly 


evident by roentgenoscopy without the application 
of other tests, and I may say that the Roentgen- 
ray findings are pathognomonic in the majority of 
such instances. In nearly all cases of this kind a 
positive reaction is obtained by serum injection, but 
there seemed no reason for the application of that 
procedure in this instance. | 

The treatment consisted in pressure-injections of 
iodoform-formalin-glycerine mixture with the pres- 
sure syringe devised by the late John B. Murphy 
and the technique recommended by him used. The 
joint must be distended with the emulsion until all 
portions of its surface have been reached, mechani- 
cal separation being thus secured. Or if preferred 
the joint surfaces may be separated by traction 
while the emulsion is being injected. Distension 
may be readily and accurately accomplished under 
guidance of the fluoroscopic screen. All repeated 
injections are also gauged and timed according to 
the progress revealed by the screen. 


The function of the joint has been completely 
restored; swelling and pain have disappeared, and 
this elbow appears quite like the opposite healthy 
joint from a roentgenoscopic viewpoint. The pa- 
tient has gained considerably in weight; her rosy 
complexion and bloom of youth has returned to her 
face. It will be noted that the last roentgenogram 
shows not the slightest focus remaining.* 


This method of treatment is not only applicable 
to tuberculous joints, but also to infective arthritis 
from any cause; and some ¢~ ellent ¢xults have 
been secured. Murphy recommended a two-per- 
cent solution of formalin in glycerine, but in this 
case iodoform was added. Had it not been a tuber- 
culous joint, the iodoform would have been omitted. 
I still have a great deal of confidence in the use of 
iodoform in tuberculous lesions. Murphy remarked 
that something better than formalin might eventu- 
ally be discovered for use in lesions of this kind, 
which merely acts as an irritant coffer—damming 
as it were the lymphatic channels and preventing 
absorption ‘of bacterial toxins or enzymes generated 
within the joint. I think therein lies the chief ther- 
apeutic action of formalin, i. e., it blocks the lymph- 
atic channels and prevents absorption. 

For the earliest accurate and comprehensive sur- 


*The foregoing case was briefly reported before the Louisville 
Medical Club about a year ago, with exhibition of the patient and 
roentgenogrars showing the original lesion and result of treat- 
ment. Not all the plates have been reproduced. 
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gical history of tuberculous lesions of the osseous 
system we are indebted to the inaugural thesis of 
Nelaton published in 1836. However, the names 
of Wiseman, Bell, Cooper, Rokitansky, Virchow, 
Volkmann, Gosselin, Kraske, Koenig and Ollier 
are also indissolubly associated with the early his- 
tory of surgical tuberculosis. It was Volkmann who 
said “every lesion which was formerly called caries, 
pedarthrocace, spina ventosa, scrofulous inflamma- 
tion of the bones and joints, white swelling (tumor 
albus), fungus of the joints, strumous affections of 
the joints, and, recently, fungous inflammation of 
the bones and joints, is, with exceptions which con- 
stantly grow rarer, to be regarded as true tubercu- 
losis.” 

It is worthy of note that from the days of Hippo- 
crates medical writers have variously described 
joint lesions which are now readily recognizable 
as tuberculous. Wiseman (1734) designated the 
condition “white swelling” (tumor albus), and at- 
tributed it to the effects of scrofula. Bell and 


Chester believed tumor albus due to two different — 


causes, (c) scrofula, (b) “rheumatism” and trauma. 
Cooper stated that in healthy persons the prognosis 
of joint inflammation was good, whereas in scrofu- 
lous individuals tumor albus resulted. Rokitansky 
taught that the majority of such tumors were due 
to tuberculosis of the synovial membrane. Vir- 
chow believed the most serious forms of tumor al- 
bus (especially of the knee) were due to miliary 
tubercles; and Volkmann demonstrated tne “tu- 
bercles of tuberculosis” in the joint lesions. 


When the resistance of the body is sufficient to 
overcome the infection of tuberculosis, no exten- 
sion of the disease occurs beyond the limiting layer 
of granulation tissue. Caseation destroys the tuber- 
culous tissue, and a fibrous capsule is formed by the 
proliferation of the granulation cells, which pro- 
tects the body from further extension of the dis- 
ease. Absorption or even calcification of the case- 
ous area may occur. It has been shown, however, 
that such areas of so-called healed tuberculosis are 
in reality a menace to the health of the individual. 
In bone tuberculosis especially the bacilli retain 
their virulence for long periods, and can be awak- 
ened to renewed activity by a diminution of the 
constitutional resistance or by some comparatively 
insignificant trauma. (Keen.) 


It must be remembered that practically every or- 
gan and tissue embraced within the human organ- 
ism may be invaded by the tubercle bacillus, and 
that lesions may be thus produced requiring surgical 
treatment. Tuberculous foci in the endocardium and 
the great vascular channels, did they occur pri- 


marily, would, of course, be inaccessible to the sur- 
geon; but in practically every other anatomic situ- 
ation surgical treatment of such lesions is not im- 
possible. 

Joint tuberculosis is defined by Ely as prolifera- 
tive inflammation of bone marrow or synovia char- 
acterized by the formation of typical tubercles and 
caused by the tubercle bacillus. To the questicn 
“why does tuberculosis involve the ends of the long 
bones rather than the shafts” he says various un- 
satisfactory answers have been given. 


(1) Activity of the circulation about the centers 
of growth at end of the bone: This explanation is 
inadequate as it should also apply to other body 
structures. 


(2) Slowing of the blood stream in capillaries 
of spongy bone: If this were true it would also 
predispose to other infections. 

(3) Exposure to trauma: This is incorrect as 
tuberculosis lesions never follow severe injuries; 
moreover, that portion of the bone first involved is 
not exposed to trauma. 


(4) The most widely accepted theory is that the 
arteries in the epiphysial area are end arteries which 
do not anastomose and emboli are supposed to 
lodge therein. Ely suggests that while this theory 
seems platisible it fails of adequate explanation 
since organs in other anatomic situations having 
end arteries are not similarly affected; this theory 
would also deny the possible synovial origin of the 
lesion. Furthermore, anastomosis is present in the 
ends of bones of adults, also in bones of the carpus 
and tarsus, and these are not infrequently involved 
in tuberculous infection; tuberculosis also exists in 
the ribs without regard to end arteries. The ex- 
planation lies, according to the author, in the qual- 
ity of the marrow in the region of joints. Wher- 
ever lymphoid marrow exists the soil is favorable 
for proliferation of the tubercle bacillus. Synovia 
is a lymphoid structure and therefore particularly 
vulnerable. Tuberculosis remains confined to the 
two lymphoid elements in the joint, viz., the synovia 
and red marrow. When secondary infection occurs 
other structures become involved. Tubercles may 
form in the marrow beneath the articular cartilage, 
and entrance to the joint effected by either perfor- 
ating the cartilage or burrowing along its edge. A 
healthy cartilage is an absolute bar to the progress 
of the disease. Rarely the inflammation may not 
reach the joint, but perforates the periosteum and 
thus extends to the surface. The deeper periosteal 
layer may be considered as an external layer of 
marrow and is thus open to invasion. This deeper 
layer is continuous with the synovia, as the superfi- 
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cial layer is with the ligament. The synovia is not 
a distinct structure and its limits are difficult to 
define. Purely synovial lesions are-rare in child- 
hood but fairly frequent in adults. The bone tis- 
sue is never invaded but reacts secondarily to the 
disease of its contained marrow. The cartilage 
suffers not from the tuberculosis but in nutrition 
from disease in the subjacent marrow. 

Levings thinks trauma is the most frequent ex- 
citing cause of bone tuberculosis. - Age is an im- 


portant factor, the bones and joints being much 


more frequently involved in children than in adults. 
It is claimed by Fraser that joint infection owes its 
origin to a tuberculous focus elsewhere, being thus 
hematogenous or lymphogenous. The bacilli prob- 
ably enter the joint via the nutrient or metaphyseal 
arteries. The synovial membrane is first attacked 
and as healthy bone cannot be infected, the marrow 
must first succumb to gelatinous degeneration, 
which is produced by tuberculous toxemia and en- 
darteritis. The location of the infection depends 
upon the situation of the synovial reflection; if it 
is in relation to the epiphysis that portion is at- 
tacked ; it is supposed the joint focus is an infected 
blood clot; a slight trauma may be the contributing 
cause. A tubercle in the marrow may soften and 
produce an “infiltrating tuberculosis,” or the infec- 
tion may become localized and an “encysted tuber- 
culosis” result. The changes in the marrow show 
two stages: In the early or cellular a phagocytic 
action of the white cells occurs and fibrosis results ; 
the later or fibrous stage is characterized by absence 
of fat corpuscles and more fibrous tissue resulting 
in an encapsulated focus. The lamellar changes 
are of two types, i. e., the lamella may be absorbed 
with resulting osteoporosis, or may be increased in 
thickness by fibrous deposits. The periosteum ex- 
hibits either a deposit of dense or porous bone; the 
blood vessels show a condition of endarteritis. Os- 
seous tuberculosis is divided by Fraser into four 
varieties: (a) encysted, (b) infiltrating, (c) atro- 
phic, and (d) hypertrophic. 

According to Levings the joints are infected 
in two ways: (a) by a deposit formed in the epiphy- 
Sis penetrating the joint and infecting the synovial 
membrane; and (b) by a primary infection of the 
synovial membrane. .It is also believed the joint 
may become infected from a deposit in the epiphy- 
sis through the lymphatics. Tuberculous lesions in 
the synovial membrane are of two kinds: in one 


_ there is an abundant growth of tuberculous and con- 
fective granulation tissue, the synovial membrane 
: is much thickened, with little tendency to caseous 
_ degeneration, and there is usually but little fluid in 


the joint. In the other there is but little granula- 


tion tissue, but an abundant formation of pus which 
may penetrate the capsule and cause a periarticular 
abscess. According to a table compiled by Krause 
seventy-seven per cent of all cases of joint tuber- 
culosis commence as a deposit in the bone. 
Phemister claims that for the most part osseous 
destruction in tuberculosis is by caries in which 
dead tissue is absorbed as rapidly as formed. More 
or less extensive areas of necrosis develop either 
from rapid tissue invasion and caseation, or by the 
formation of a cone-shaped infarct from obstruction. 
to the arterial supply. Whether the vascular ob- 
struction is due to embolism, as originally asserted 
by Koenig, to obliterating endarteritis, or to the 
ingrowth and pressure of tuberculous tissue, has 
not been definitely determined. In any event the 
infarcted area becomes infected and the medullary 
space is filled with caseous material. It is sepa- 
rated into sequestra from the surrounding living 
bone by zones of tuberculous granulation tissue. 
The subsequent changes which such an area under- 
goes are variable. In some instances tuberculous 
granulation tissue invades the sequestrum which is 
disintegrated into “bone sand” and either discharged 
or eventually absorbed, leaving a cavity in the end 
of the bone bordering on the articular surface or 
epiphyseal line filled with granulations or with an 
exudate which later is rarely replaced by new bone. 
In others the sequestrum may become encapsulated 
and remain for months or years, although such an 
area is apt to contain a certain amount of 


tuberculous granulation tissue. Under the 
x-ray a sequestrum of long-standing casts 
a more distinct shadow than the  surround- 


ing living bone. This is due to the fact 
that it is formed early when the bone posses- 
ses its normal density, and subsequently as a re- 
sult of the presence of the tuberculous infection 
and disuse, marked atrophy occurs in the surround- 
ing living bone. Some of the sequestra cast heav- 
ier shadows than the corresponding bone on the 
healthy side, and the normal arrangement of the 
trabeculz is obscured. Cheyne states this is due to 
early new bone formation in the involved area be- 
fore necrosis supervenes. 

Tuberculous lesions are usually found at the epi- 
physeal ends of the long bones, in the vertebra, in 
the spongy bones of the carpus and tarsus, and less 
frequently in the long bones of the hand and foot, 
Krause agrees that infection occurs in two ways: 
(a) bacilli may be carried directly through the 
nutrient artery to the epiphysis, and becoming ar- 
rested in some small terminal branch escape through 
the walls of the vessel and form tubercles in the 
spongy tissue, or (b) small particles of caseous ma- 
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terial in the lung ulcerate into the pulmonary vein 
and are carried to the heart, and by the arterial sys- 
tem to some small terminal artery in the epiphysis 
in which they lodge and form a tuberculous deposit. 
(Krause. ) 

Levings suggests that the election of the epiphyses 
of long bones and the short spongy bones as the 
usual sites of tuberculous deposits may perhaps be 
explained by the blood supply. As growth takes 
place at the epiphysis, this part receives more blood 
than does the shaft. The blood vessels are larger 
than those supplying the compact bone through the 
periosteum, and the same may be said of the spongy 
bones. Bacilli or caseous emboli implanted in the 
epiphysis form tubercles and these coalesce pro- 
ducing nodules, which may be circumscribed by 
sclerotic bone and healthy granular tissue and a 
cure effected, or softening and suppuration may 
sooner or later ensue. The bone cavity may be 
lined by a so-called “pyogenic membrane” composed 
almost entirely of tubercles and held together by 
fibrinous deposit. The surrounding bone is usually 
infected with caseous material affording an easy 
means of systemic invasion. The tuberculous nod- 
ule may undergo degeneration and become sepa- 
rated from the surrounding bone by inflammation 
resulting in a sequestrum. Where tuberculous nod- 
ules undergo softening and suppuration by ulcera- 
tion they generally reach the surface through the 
periosteum producing a fistula, or penetrate the 
joint and infect the synovial membrane giving rise 
to tuberculous synovitis with perhaps destruction 
of the cartilage and caries of the bone surfaces. 
(Levings. ) 

The importance of early recognition and prompt 
institution of appropriate surgical treatment of tu- 
berculous joint lesions cannot be too strongly em- 
phasized. As stated at the outset, differential diag- 
nosis by carefully applied roentgenoscopy accord- 
ing to modern perfected technical methods is now 
practically assured. However, enthusiasm concern- 
ing the value of this mechanical diagnostic aid 
should not be permitted to so obscure visual acuity 
as to cause neglect of clinical and anamnestic in- 
vestigation. The surgeon, the internist and the 
roentgenologist should proceed harmoniously in the 
interest of the patient and the conservation of life. 
If foci of infection exist elsewhere within the or- 
ganism their location should be discovered and the 
limits of invasion determined if possible, otherwise 
treatment cannot be intelligently applied. 

The therapeutic indications in joint tuberculosis 
will primarily depend upon: (a) the age and physi- 
cal condition of the patient, and (b) the location 


and extent of the lesion. Treatment of the local 
lesion may be either conservative or radical, 1. e., 
mechanical or operative. General treatment, im- 
provement in hygienic surroundings, diet, etc., must 
not be neglected. Radical surgical methods will 
not be discussed in detail, as this paper refers par- 
ticularly to other measures. 

The method of treating tuberculous joints and 
abscesses by the injection of iodoform-glycerine 
emulsion was originated many years ago by Billroth 
and Mikulicz. Various other substances have also 
been similarly employed, such as phenol, iodine, tur- 
pentine, formalin, olive oil, zinc chloride, naphthol, 
etc. Lannelongue suggested a method of treating 
surgical tuberculosis not directed toward local de- 
struction or inhibition of the growth of the tubercle 
bacilli, but the conversion of tuberculous tissue and 
its immediate surroundings into fibrous tissue, i. e., 
encapsulating the tuberculous mass, by injecting 
small quantities of a ten per cent solution of zinc 
chloride. Landerer preferred cinnamic acid five 
parts to ten of olive oil, the yolk of one egg, and 
on hundred parts of normal saline solution rendered 
alkaline before injection. Koenig believes extirpa- 
tion of the capsule alone without removal of the 
joint extremities was an unsafe procedure. The 
injection of iodoform-glycerine emulsion is com- 
mended by Bergmann, Koch and many other older 
writers. 


Iodoform holds the highest place in the treat- 
ment of open tuberculous affections, and when ap- 
plied directly to the tuberculous lesions by intra- 
articular injection it is almost a specific in certain 
forms of joint tuberculosis not complicated by pyo- 
genic infection. It is useless in cases of mixed in- 
fection. For parenchymatous and intra-articular 
injections a ten per cent glycerine emulsion yields 
the best results. (Senn.) In a paper written over 
twenty-five years ago on the treatment of tubercu- 
losis of bones and joints by parenchymatous and in- 
tra-articular injections Senn presented the following 
conclusions which will apply with equal force to 
present-day practice. 

(1) Parenchymatous and intra-articular injec- 
tions of safe anti-bacillary substances are indicated 
in all subcutaneous tuberculous lesions of bones and 
joints accessible to this treatment: 

(2) Of all substances so far employed in this 
method of treatment, iodoform has yielded the best 
results: 


(3) The curative effect of iodoform in the treat- | 


ment of local tuberculosis is due to its anti-bacillary | 
effect, and its stiumlating action on the healthy tis- | 


sues adjacent to the tuberculous product: 
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(4) A ten per cent emulsion in glycerine or pure 
olive oil is the best form in which this’ remedy 


should be administered subcutaneously : 

(5) The ethereal solution should never be em- 
ployed, as it is likely to cause necrosis of the tis- 
sues overlying the abscess, or iodoform intoxica- 
tion: 

(6) Tuberculous abscesses, and joints containing 
synovial fluid or tuberculous pus, should always be 
thoroughly irrigated with a three to five per cent 
solution of boracic acid before the injection is 
made: 

(7) Injections should be made at intervals of 
one or two weeks, and their use persisted in until 
the indications point to the cessation of tuberculous 


Fig. 1. 


inflammation and the substitution for it of a satis- 
factory process of repair, or until the result of this 
treatment has shown its inefficacy, and indications 
present themselves of the necessity of resorting to 
operative intervention: 

(8) If the treatment promises to be successful, 
symptoms pointing to improvement manifest them- 
selves not later than the second or third injection: 

(9) In tuberculous empyema of joints and tu- 
berculous abscess, gradual diminution of the con- 
tents of the joint or abscess at each successive 
tapping, lessening of the solid contents of the fluid 
and increase of its viscidity, are the conditions 
which indicate unerringly that the injections are 
proving useful, and that in all probability a cure 
will result from their further use: 

(10) Moderate use of the limb is compatible with 
this method of treatment, provided the disease has 
not resulted in deformities which would be aggra- 
vated by further use of the limb; in such cases 
correction of the deformity should be postponed 
until the primary joint affection has been cured by 
the injections: 
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(11) Parenchymatous and intra-articular medi- 
cation with anti-bacillary material has yielded the 
best results in tuberculous spondylitis attended by 
abscess formation and tuberculosis of the knee and 
wrist joints: 

(12) This treatment may prove successful in 
primary osseous tuberculosis followed by involve- 
ment of the joint, provided the osseous foci are 
small: 

(13) Extensive sequestra of articular ends, with 
secondary tuberculous synovitis, always necessitate 


Fig. 2. 


resection; but preliminary treatment by iodoform 
injection into the affected joints constitutes a val- 
uable preparatory treatment to the operation, and 
adds to the certainty of a favorable result: 

(14) In open tuberculous affections of joints, 
incision, scraping, disinfection, iodoformization, 
iodoform gauze tampon, suturing, and subsequent 
injection of iodoform emulsion, is advised, and 
yields excellent results, and should be employed in 
all cases in which a more formidable operation can 
be avoided: 

(15) Balsam of Peru ranks next to iodoform in 
the treatment of tuberculous affections of bones and 
joints; and if the latter remedy for any reason 
cannot be employed or has failed in effecting the 
desired result it should be given a fair trial if 
operative treatment is not urgently indicated. 

In the introduction of oil or other medicinal 
agents into the joints Brackett places especial stress 
upon the technique, emphasizing the fact that open 
incision should always be used; because in this 
way only can the joint be explored and adhesions 
properly freed. It also affords opportunity to ob-~ 
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tain a specimen for microscopic examination in 
confirmation of the diagnosis. The author states 
that in the knee joint the skin incision is usually 
made on the inner side in the form of a “blunt 
ellipse” ; in the fascia, a smaller ellipse in the oppo- 
site direction. A straight and shorter incision is 
made in the capsule about one-half inch from the 
patellar border in the vertical direction of the limb. 
A special stitch is used to close the capsule, silk 
being used throughout. A continuous suture is in- 
troduced beginning at both ends and including the 
fibrous portion of the capsule, but extending not 
quite through the synovia; thus making. the synovia 
act as a valve. Two mattress sutures are used to 
close the incision and the second smaller one is 
enclosed by the first and its opening placed below. 
The syringe is inserted between the threads of the 
inner mattress, and the stitches drawn tight. This 
allows the oil to be introduced into the joint under 
tension; it is the tension of the oil in the capsule 
which the author believes is of the greatest impor- 
tance. Pure neutral acid-free olive oil is used. It 
is sterilized in boiling water for half an hour; three 
and a half ounces are used in an adult joint. Espe- 
cial care is urged in the selection of cases for this 
operation, which he says is applicable to capsular 
involvement in various types of infection without 
implication of the articular surfaces. Two groups 
are mentioned: .(1) cases of old infection in which 
adhesions have been freed, and it is desirable to 
keep the surfaces apart (the effect in these cases is 
largely mechanical); (2) cases of infection: (a) 
acute infection,—Neisserian, etc., (b) tuberculous 
synovitis,—early stage, and (c) chronic arthritis,— 
selected cases. The procedure is not a substitute 
for arthroplasty, and is inapplicable to lesions where 
the x-ray shows involvement of the articular sur- 
faces. In early tuberculous lesions the most marked 
and definite improvement occurs. The injections 
are repeated several times at intervals of eight to 
twelve weeks. The procedure does not take the 
place of fixation and rest, but permanent fixation 
is inadvisable. 

In the treatment of tuberculous joints Porter 
says there are three distinct indications: (a) to 
increase resistance, (b) place the joint in the best 


possible position for future usefulness, and (c) to 


prevent deformity. Under mechanical treatment 
immobilization is given the chief place, and the 
fact is emphasized that immobilization must be 
complete until the joint has healed. Plaster of 
Paris is efficient in the early stages. Bier’s ob- 
structive hyperemia is mentioned as a probable aid 
when thoroughly and efficiently used surgical 


treatment for joint fixation in adults is advised; 
otherwise surgery should be avoided so far as pos- 
sible. Antiseptic injections are considered by the 
author as practically useless. Similar views are ex- 
pressed by Ely and many other observers. 

Ruth claims incision into a tuberculous effusion 
leads almost invariably to mixed infection, and 
should be avoided if possible. Operative proce- 
dures of all kinds upon tuberculous joints in chil- 
dren prolong the treatment and give results “worse 
than no treatment at all.” The final outcome of 
treatment must not be counted in any individual 
case until the patient has reached adult age. The 
author commends the operative procedures of 
Hibbs and Albee as distinct advances in the surgery 
of Pott’s disease. 

Leonard tabulated the results obtained for nine- 
teen years at Garre’s clinic in the treatment of joint 
tuberculosis of the upper extremity. Of one hun- 
dred and forty-five cases treated, twenty-five were 
tuberculosis of the shoulder, seventy-nine of tne 
elbow, and forty-one of the wrist-joint. The treat- 
ment was individualized according to the anatomic 
location and function of the joint. In 31.5 per cent 
the lesion involved the humerus alone, in 10.5 per 
cent the articulation between the clavicle and acro- 
mion process, in 11 per cent the glenoid cavity of 
the scapula, and in 47 per cent the entire shoulder- 
joint was involved. There was caries sicca in 12 
per cent. The treatment was conservative, consist- 
ing of injections, Bier’s hyperemia, hot air, and 
rest. If this was unsuccessful excochleation or re- 
section was performed. Eight were treated conser- | 
vatively, excochleation was done in five, and re- 
section in twelve. The resected cases gave the best 
permanent results. The entire elbow-joint was in- 
volved in 60.3 per cent of the cases. Garre be- | 
lieves tuberculosis of the elbow-joint in children 
should be treated conservatively by placing the arm 
at rest in right-angled position, whereas in adults | 
resection should be performed. Resection was | 
practiced in thirty-four instances and the immediate ~ 
and late results were the best in these cases. Ex- © 
cochleation was performed twenty times and five — 
of these patients completely recovered. Amputa- © 
tion was performed in four instances. Of forty pa- | 
tients with wrist-joint tuberculosis twenty-two were _ 
males and eighteen females. The right hand was 
chiefly involved in the males; and the males were 
attacked with tuberculosis of the wrist-joint at a / 
more advanced age than in the other two joints 
mentioned. The treatment was as conservative as 
possible, and when operation was performed the 
neighboring tissues were spared whenever feasible, 
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only the diseased tissue being removed and conser- 
vative after-treatment practiced. In tuberculosis 
of the wrist-joint no really satisfactory results were 
obtained (either immediate or late), nor was the 
function restored; so that tuberculosis of this joint 
offers the worst prognosis of all the forms of joint 
invasion both as to life and function. 


Ymaz protests against the designations “surgical 
tuberculosis” and “local tuberculous lesions” as ex- 
perience has amply demonstrated that operative 
measures are rarely required and necropsy findings 
scarcely ever fail to reveal some focus elsewhere,— 
lungs, pleura, or mediastinal lymph nodes. Treat- 
ment should therefore be by general measures as 
for pulmonary tuberculosis,—rest, immobilizing the 
limb, and exposure to direct sunlight. Intra-articu- 
lar injections are not only useless but dangerous in 
many instances. The author states that he once 
witnessed the transformation of a favorably pro- 
gressing knee-joint lesion into a purulent arthritis 
under the influence of five injections into the joint 
by an eminent specialist whose technique was above 
suspicion. He further cites nine cases from the 
literature in which local injection of camzhorated 
naphthol proved directly fatal. 


Schmeiden claims that a tuberculous joint must 
be movable after healing has occurred. Bier says 
a stiff joint following healing of tuberculosis is not 
a good result; the resection of a joint is, in regard 
to a cure, an illusion; it is followed perhaps by 
healing of the tuberculous lesion, but not by heal- 
ing of the joint; there is destruction of the joint,— 
a mutilation. Especially favorable results are said 
to accrue from the Bier method in tuberculous 
lesions of the ankle, elbow and wrist. In these lo- 
cations not only beginning and less advanced cases 
are curable, but such as formerly would have been 
resected or amputated. The severity of the dis- 
ease is never a contra-indication to treatment by 
means of hyperemia. The old rule that in people 
of advanced age amputation is the best treatment 
is considered unjust by the author, for in these 
cases the treatment by hyperemia is just as effect- 
ive as in younger individuals. By using hyperemia 
almost exclusively in the treatment of tuberculous 
joints, Bier has seldom to perform resection; in 
fact resections in his clinic have become few in 
number. The operation is performed when the 
general condition of the patient is unfavorable, 
when amyloid degeneration is present, or an addi- 
tional widespread pulmonary tuberculosis. “The 


Bier method practiced with the necessary patience 
will give results which cannot be obtained by any 
Its goal is none other than that 


other treatment. 
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of healing without loss of function.” “Formerly 


I considered the hyperemic treatment of tubercu- 
losis as good; now I consider it the best.” (Bier.) 


Although the direct rays of the sun have been 
utilized for ‘therapeutic purposes to some extent . 
for many centuries, only recently has the method 
been placed upon a strictly scientific basis. Accord- 
ing to Pryor, credit for this is due especially to 
Rollier of Switzerland. His method consists in 
gradually exposing the entire body- to direct sun 
rays, carefully avoiding sunburn by beginning with 
five-minute exposures every hour of the feet and 
ankles only on the first day, increasing the time 
and the area exposed until the entire body surface 
is exposed and deeply pigmented. Finally after 
a deep tan is obtained the diseased part is exposed. 
The patients are kept on beds, and mechanical ap- 
paratus for fixation and extension are applied 
where necessary. His records for ten years show 
over 80 per’cent cures in closed tuberculous lesions 
and over 70 per cent in open cases. His clinic is 
at an altitude of four thousand two hundred feet. 


It is claimed by Schmerz that heliotherapy rep- 
resents the optimum of climatotherapy. The sun- 
light treatment of surgical tuberculosis, which has 
given the best results in mountainous districts and 
on the seashore, is also satisfactory on the plains 
and even in large cities. Heliotherapy should form 
the basis of all treatment in cases of surgical tu- 
berculosis in the lowlands as well as in cities. A 
satisfactory explanation of the effect of sunlight 
on the human body in healthy and diseased condi- 
tions cannot be given at the present time in the 
absence of extensive experimental researches. The 
effect of solar energy on tuberculous tissue and 
the role played by the resulting cutaneous pigment 
cannot be definitely explained. Schmerz records in 
detail the sunlight treatment of thirty-four cases of 
surgical tuberculosis (bones, joints, glands, skin) ; 
eleven patients were cured, nineteen improved, and 
four died. The results were not as brilliant as 
those reported by Rollier, but were in the main 
satisfactory. Supportive measures are indicated, 
proper diet, iron, arsenic, and.cod liver oil with 
phosphorus. Radio-therapy (Freund) of surgical 
tuberculosis should also be used in appropriate 
cases. Finally, surgical and orthopedic measures 
should be undertaken where indicated. 

The local reactions appearing under heliotherapy 
as noted by Guye are: increase in volume in closed 
tuberculosis, localized sweating and rise of tem- 
perature over the focus, demonstrable change in 
consistency, and pulsation which can be demon- 
strated on palpation. In fistulous lesions there is 
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generally a decrease in volume with more abundant 
secretion which has a tendency to become hemor- 
rhagic-serous; and finally reddening and sweiling 
of the edges of the fistula. As to the immediate 
effect of heliotherapy on joint function: it often- 
times grows worse at first on account of increased 
swelling, but almost immediately afterward there 
is improvement,—fibrous ankylosis (7). Among 
the symptoms noted by the patient are: a circum- 
scribed feeling of heat in the joint, decrease or 
cessation of pain; in abscesses sometimes a feeling 
of pulsation; in overdosage, an unpleasant or even 
painful feeling of tension. Advanced cases of tu- 
berculosis often react with pronounced rise of 
temperature even when not the focus but a differ- 
ent part of the body is exposed, and the same may 
be said of foci in an acute stage of development. 
The depth and localization of the focus also in- 
fluence the degree of local reaction. Guye de- 
scribes the therapeutic effects of this local reaction 
as follows: disappearance of pain, increase in mo- 
bility, retrogression of exudates, loosening of hard 
infiltration, discharge of sequestra, etc., as has pre- 
viously been repeatedly described by Rollier. Over- 
dosage may produce serious consequences, may 
even cause spreading and generalization of the tu- 
berculosis. The local reaction is inflammatory in 
nature. It is important that the patient be closely 
observed during sunshine treatment. An effort is 
made to produce slight reactions; if success is not 
attained with the usual technique, it is best to be 
satisfied with “distant irradiation”; that is, the fo- 
cus itself is not exposed to the sunshine bath, but 
the balance of the body more or less. 


It is believed *v Kocher, Stoller, Huber, Garnier 
and Schlitowsky mat the value of heliotherapy has 
been greatly exaggerated because of the unwise en- 
thusiasm of its advocates. Kocher states that in 
addition to heliotherapy Rollier makes extensive 
use of orthopedic methods, and his good results are 
at least partially to be attributed thereto. “Rollier 
was assistant in Kocher’s clinic for four years, and 
has since put to excellent use what he learned there 
as a supplement to his heliotherapy.” While not 
disputing Rollier’s theories as to the cause of the 
good results of heliotherapy, effect of the ultra- 
violet rays, pigment formation, etc., Kocher believes 
open air treatment day and night according to Hal- 
sted’s method, would give as good results as Rol- 
lier’s heliotherapy. With reference to other meth- 
ods of treatment, such as brine baths, Koenig’s 
quartz lamp, roentgen rays, tuberculin, Bier’s hy- 
peremia, iodine, phenol, etc., Kocher agrees with 
Arndt that they are not to be campared with helio- 


therapy. The drawback of heliotherapy, which 
even its most ardent advocates cannot dispute, is 
its long duration and the tremendous expenditure 
of time and money to remain for years at a moun- 
tain sanitarium. This excludes all but the wealthy 
classes. But even then it is unjustifiable to treat 
bone and joint tuberculosis by purely expectant and 
hygienic methods. Radical local treatment, if per- 
formed under proper indications and with requisite 
technique, cannot be supplanted by any other 
method; and when by the removal of a tuberculous 
focus or sequestrum the surgeon can within a few 
weeks cause recovery of a lesion which would 
otherwise incapacitate the patient for years, it is 
manifestly his duty to operate. There may be dan- 
ger in operation if other organs are involved, es- 
pecially in children, in elderly people, in neglected 
cases, or where other infections coexist——for in- 
stance, with pus cocci or colon bacilli. Under such 
circumstances free air and sunshine treatment is 
indicated in combination with orthopedic measures ; 
but even then only until favorable conditions are 
re-established for operation. In patients for whom 
it is impossible to spend as much time and money 
as is required by heliotherapy, radical operation is 
certainly indicated, consisting of total excision of 
bones, total resection of joints, or even atypical 
operations which totally remove the local tubercu- 
lous focus. With especial reference to the elbow- 
joint, Kocher says in view of the 10 to 22 per 
cent of deaths which eventually occur from such 
lesions, there can be no doubt that this form of 
tuberculosis is very frequently complicated by in- 
vasion of other organs; and therefore general 
treatment is indicated. If prolonged treatment is 
impossible resection should be performed, as the 
operation is practically devoid of danger and the 
results are better than from general treatment with- 
out heliotherapy. The strictest asepsis should pre- 
vail during the operation and permanent antisepsis 
be maintained by the use of iodoform. 

Relative to the use of tuberculin in the diagnosis 
and treatment of bone tuberculosis there is great 
diversity of opinion, and little further need be said. 
It is quite generally agreed, however, that small 
doses in selected cases produce no ill-effects. Hack- 
enbruch mentions eighty-one cases, most of them 
joint and glandular tuberculosis, where the favor- 
able influence of tuberculin “Rosenbach” injections 
was clearly manifest. The general condition was 
improved, local pain was diminished, and the fis- 
tulous secretion gradually ceased. Tuberculin “Ros- 
enbach” is recommended both for diagnostic and 
therapeutic purposes. In carefully increased dosage 
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given for a number of months it has a decided 
curative effect, especially in conjunction with the 
current methods of conservative treatment, such as 


RESO GS” 


Bier’s hyperemia, heliotherapy, and iodine medica- 
tion. (Hackenbruch.) 

3urnham emphasizes the value of “sensitized 
bacillary emulsion” of tubercle bacilli in both local- 
ized and pulmonary tuberculosis. The emulsion is 
prepared by growing tubercle bacilli in an anti- 


' tuberculous serum, and then washing the bacilli 
- to remove the excess serum, after which the bacilli 
_ are prepared in an emulsion, 1 ccm. containing the 


> equivalent of 5 


5 mg. of dried bacilli. He begins with 


small doses (one-millionth ccm. or less), increasing 
_ the quantity gradually and administering every five 


to eight days. Of fourteen patients with surgical 


' tuberculosis thus treated, there was marked im- 
_ provement in four, fair improvement in six, no 


_ change in three, and one became worse. 


Roentgenotherapy may be advantageously em- 


_ ployed in certain cases; but prolonged treatment is 


recessary, 
pre! lematical. 


and even then the ultimate outcome is 
The x-ray possesses greater value 


"as a diagnostic agent than a curative method in 


surgical tuberculosis. 
_view of the results secured with the 
bon arc light bath” 


Ernst gives a tabulated re- 
“general car- 
in one hundred patients treated 


_having one hundred and fifty surgical tuberculous 


lesions. Of five cases of closed elbow-joint tu- 


-berculosis, three healed with normal mobility of 


the joint, and one with partial mobility. 


This rambling review of available literature 
_would be incomplete without brief reference to the 
“temarkable method of treating joint tuberculosis 
“said to be advocated and practiced by the famous 
Sir Arbuthnot Lane of England. In substance he 
“contends that invasion of joints by the tubercle 
bacillus is attributable to fecal stasis within the 
“colonic lumen, with autointoxication from absorp- 
‘tion of bacterial products and consequent lessened 
vital resistance of the individual. It is stated that 
“for several years he has treated patients with ad- 
vanced tubeculous joint lesions by ileocolostomy. 
omment upon his method of reasoning seems un- 
Mecessary, excepting to suggest that ileocolostomy 
for attempted cure of joint tuberculosis is about 
On a parity with his advocacy of colectomy for the 
fure of exophthalmic goiter, mammary carcinoma, 
‘theumatoid” arthritis, Still’s disease, duodenal 
ticer, trifacial neuralgia, etc. A prominent Louis- 
Ville medical gentleman who visited Lane’s clinic 

Guy’s Hospital recently makes the following un- 
fomplimentary statement: “In listening to this re- 
' harkable man’s trite sayings one is impressed with 


the idea that he must be either a genius of the most 
modern type, an egotistical ass, a consummate fool, 
or a crazy man.” From a study of the literature 
to which his name has been attached, I am inclined 
to agree with the diagnosis made by the Louisville 
surgeon quoted. 
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War NEUROSES. 

Although an excessive incidence of mental dis- 
eases has been noted in all recent wars, it is only 
in the present one that functional nervous dis- 
eases have constituted a major medico-military prob- 
lem. As every nation and race engaged is suffering 
severely from these disorders, it is apparent that new 
conditions of warfare are chiefly responsible for 
their prevalence. None of these new conditions is 
more terrible than the sustained shell fire with 
high explosives which has characterized most of 
the fighting. It is not surprising, therefore, that 
the term “shell shock” should have come into gen- 
eral use to designate this group of disorders. The 
vivid, terse name quickly became popular and now 
it is applied to practically any nervous symptoms 
in soldiers exposed to shell fire that cannot be ex- 
plained by some obvious physical injury. It is used 
so very loosely that it is applied not only to all 
functional nervous diseases but to well-known 
forms of mental disease, even general paresis.— 
Tuomas W. Sacmon, M.D., in Mental Hygiene. 
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VINCENT’S ANGINA. 
J. H. Hester, M. D., 
LoulIsvILLe, Ky. 


Angina is merely a descriptive and qualifying 
term which can be only correctly employed sympto- 
matically; and in that restricted sense it may be 
applied to any pathology having as a characteristic 
concomitant or complicating feature a sensation of 
strangling, suffocation, or spasmodic choking. The 
phenomenon has been observed as an accompany- 
ing symptom of numerous acute and chronic af- 
fections, neoplastic formations, etc., involving the 
mouth, throat, the intra-thoracic and even the upper 
intra-abdominal viscera. 

Stomatitis, with or without throat involvement 
and consequent anginal manifestations, was recog- 
nized and described hundreds of years ago; but 
specific ulcero-membranous stomatitis which is now 
more familiarly known as angina Vincenti is of 
comparatively recent discovery, having been first 
accurately described and named by Vincent in 1896. 
It is essentially an infectious or contagious disorder 
which may attack any portion of the bronchial, 
laryngeal, pharyngeal, tonsillar, palatine, lingual, 
gingival or buccal mucosa. The tonsillar tissue, 
however, is the most common site of the disease. 

Two forms of the malady have been clinically 
recognized: (a) the acute, which may be confined 
to the tonsillar tissue, and (b) the chronic, which 
may attack any or all the other structures men- 
tioned. The disease has also been classified as: 
(a) primary, when it involves only the tonsil, and 
(b) secondary, when extension occurs to adjacent 
structures. 

Etiology: Vincent’s angina is most frequently 
observed during childhood and early adult life, al- 
though no age is exempt. There are many predis- 
posing factors, such as insanitary surroundings and 
unhygienic modes of life; general and local affec- 
tions which contribute to reduction in physical 
vitality, such as measles, pertussis, scarlatina, diph- 
theria, tuberculosis, typhoid fever, syphilis, scurvy ; 
tonsillitis, pharyngitis, laryngitis, bronchitis; mer- 
curial stomatitis, ulitis, alveolar abscess, dental 
caries, etc. The disease has not infrequently fol- 
lowed the trauma incident to tonsillectomy and 
other surgical operations upon the throat, particu- 
larly in individuals whose vitality was markedly 
reduced. 

For several years the specific influence of the as- 
sociated or symbiotic micro-organisms described 
by Vincent, i. e., the fusiform baccillus and the 
spirochete which bears his name, seemed doubtful; 


and a few bacteriologists have continued to question 
their actual specificity. It is the contention of cer- fo 
tain laboratory workers that the spirillum and the | 
fusiform bacillus are one and the same organism in * 


‘different stages of development, and that their con- | 


stant association in Vincent’s disease is thus readily 


explained. This view seems to me untenable, since F 1 
“the fusiform bacillus is a large, long, slender, rod- | 1 
shaped, non-mobile organism, slightly swollen in | oft 
the middle, and tapering to a point at each end. It fre 
stains readily with carbol fuchsin, or any of the} oft 
carbol violet stains. Carbol methylene blue leaves | phe 
portions of the organism unstained, unless immer-| €V€ 
sion is continued for fifteen minutes instead of | 84" 
five. It is also stained by Leischmann’s method. | tho 
The spirillum is large, with undulations few in | Ca¥ 
number and of wide amplitude. The presence ft = 
these two organisms together in the smear is char- | we 

es 


acteristic, and when once the combination is seen, | 
it is so readily recognized that it could scarcely | The 
ever afterward be mistaken for anything else. There | by tl 
is little difficulty in distinguishing the spirillum from! = S) 
the spirochete of syphilis, although it is not unlike | ease 
some non-pathogenic spirilla, particularly the buc-) whet 
calis. The Vincent’s spirillum stains easily, whereas! patie 
the treponema pallidum stains with difficulty and| virul 
is colored red by Giemsa’s stain. The spirochete| catec 
of spyhilis is smaller, extremely slender, has a low] divid 
index of refraction, and a characteristic complete’ pain 
corkscrew spiral arrangement, apparent both in mo- vatio: 
tion and rest. The turns of the spiral are deep, distu 
close, and regular.” edem. 
Richardson believes the Vincent organisms are} quick 
not apt to produce the disease unless the teeth, ¢xtrer 
mucosa or tonsils are in an unhealthy condition, or) is atte 
the general health of the individual is below par.) cent | 
He agrees that the greatest number of cases arel dom 
noted among children and young adult males. The) acute 
usual point of attack is the tonsil, but it may in of str: 
volve the uvula, soft palate, tongue, mucosa off the ex 
the gums, cheek and lip, the sublingual glands, the In t 
larynx and trachea, the latter especially in children} graduz 
It seems established beyond any reasonable ques ton n 
tion that Vincent’s angina owes its origin to the faucial 
symbiotic action of the fusiform bacillus and the the bu 
spirochete. In about three hundred cases of ulceroy@ bron 
membranous inflammation of the mouth, Tayl 
and McKinstry found the fuso-spirilliform orga 
isms of Vincent in all. In addition to the diffu 
form of inflammation due to these organisms they edly re: 
noted the frequent occurrence of cases in which th¢ “syphilis 
infection was limited to the gums near the necks off/¢ven le 
the teeth and “have come to regard this as a clini? ithe affe 
cal entity.” In a series of seventy cases of Vit) Pathe 


7 
| 
= 
\ 


HESTER—VINCENT’S ANGINA. 


AMERICAN 
JOURNAL OF SURGERY. 


27 


1918. Vor. XXXII, No. 2. 
tion cent’s angina examined, this marginal gingivitis was 
porns found in every case, while in one hundred and fifty 
| the cases of this form of marginal gingivitis the char- 
min | acteristic lesions of Vincent’s angina were present 
con- | in only seventy. The histories of such cases showed 
adily the same sequence of events as characteristic of all. . 
since | First there was infection of the gums, and later 
rod- | imvolvement of the throat. The infected gums 
n in| Often caused no symptoms other than more or less 
1. It | free bleeding when the toothbrush was used. This 
€ the often lasted for days or weeks before tonsillar or 
eaves | Pharyngeal infection developed, and in some cases 
wner- 4 even for months or years. The condition of the 
d of | gums was often confused with pyorrhea alveolaris, 
‘thod. | though differing from it in never showing any pus 
ww in| Cavities or pockets and in yielding rapidly to treat- 
- of | ment. In some cases there was a history of fre- 
char-| quent attacks of sore throat and examination of 
seen, these showed old scars on the tonsils or the pharynx. 
arcely L The diagnosis of this form of gingivitis was made 
There ' by the results of microscopic examination of smears. 
1from| Symptomatology: The symptoms of the dis- 
unlike | ease may vary within widest limits, depending upon 
e buc-| whether the form is acute or chronic when the 
hereas| patient comes under observation, also upon the 
ty and) virulence of the infection and the tissues impli- 
-ochete| cated, together with the physical status of the in- 
a low dividual. In the acute or tonsillar form severe 
mplete pain may be of sudden development without ele- 
in mo- vation of temperature or other evidence of systemic 
> deep, disturbance. The tonsil becomes red, swollen and 
_ edematous, ulceration and membranous formation 
ms are quickly supervene. The ulcerated tonsillar area is 
. teeth, extremely sensitive to mechanical manipulation, and 
tion, orl is attended by enlargement and induration of adja- 
yw par. cent lymph glands. Systemic disturbance is sel- 
ses are dom profound, the patient complaining only of 
5. The acute swelling and pain in the throat. Symptoms 
may in) of strangling or suffocation (angina) depend upon 
cosa of the extent of obstruction from edema. 
nds, the, In the so-called chronic form the symptoms are 
hildren| gradual in their development. 'The first manifesta- 
le ques} tion noted may be ulcerative inflammation of the 
1 to the faucial pillars, palate, gums or other portion of 
and the the buccal mucosa. In rare instances there is first 
f ulcero- 2 bronchitis, pharyngitis, or glossitis. Primary acute 
~ Taylon or chronic laryngitis has not been reported, but the 
1 organ larynx may become implicated secondarily. The 


e diffusd Ulcerative lesions attending the chronic type mark- 
sms they ¢dly resemble those of simple stomatitis, diphtheria, 


vhich the syphilis, and malignancy. 


necks 0 
s a clin 


Systemic disturbance is 
peven less in the chronic than in the acute form of 
“the affection. 


Pathology: The pathology is invariably the same 


whether the disease be acute or chronic when the 
patient is first observed. The ulceration may be 
superficial or deep, but in the majority of cases only 
the superficial tissues are involved in the ulcera- 
tive process. The membranous exudative forma- 
tion may be slight or extensive, depending some- 
what upon the virulency of the disease, the site of 
greatest involvement, and vital resistance of the 
patient. It is claimed by Richardson that the ul- 
cers are deep and do not extend from the edges as 
in diphtheria; the membrane is light and friable, 
whereas in diphtheria it is thick and tough. The 
lesions covered by adherent membrane oftentimes 
closely resemble diphtheritic ulceration. Synnott 
says, “the slough over the lesions in Vincent’s an- 
gina is a pseudo-membrane, due to necrosis of the 
superficial layers of the mucous membrane, and 
not a true exudate, as in diphtheria.” 


Ramond usually found the lesions of Vincent’s 
angina unilateral or much more pronounced on 
one side. The gland below the jaw was involved 
constantly and early. The ulceration soon bur- 
rowed deep, while the exudation covering it be- 
came thinner. The ulceration took two or three 
weeks or a month to heal leaving a deep cavity; 
sometimes the tonsil was almost totally destroyed. 
In a third of his cases there were lesions in the 
throat of another nature; in one case a syphilitic 
chancre of the tonsil.: In a recent small epidemic of 
diphtheria, there were five cases of associated diph- 
theria and Vincent’s angina. 


Diagnosis: Since Vincent’s angina is rather un- 
common, doubtless many cases remain unrecog-. 
nized. Accurate diagnosis based upon the clinical 
symptomatology alone may be impossible. The 
ulcerative lesions may resemble those due to syph- 
ilis, diphtheria, streptococcic and other infections 
producing ulceration and membranous formation. 
The intense pain accompanying the acute form, 
without elevation of temperature, should suffice to 
differentiate the disease from quinsy which is al- 
ways attended by more or less fever. The chronic 
form is frequently mistaken clinically for simple 
stomatitis, diphtheria, syphilis or malignancy. 

Accuracy in diagnosis is attainable only by lab- 
oratory investigations. By making a smear from 
the ulcer the microscope will reveal the characteris- 
tic fusiform bacillus associated with the spirochete. 
These two organisms invariably coexist in Vin- 
cent’s angina, and the microscopic picture is iden- 
tical whether the disease be acute or chronic. The 
doubtful statement is made by certain authors that 
clinical diagnosis is readily made “from the irreg- 
ular nature of the ulcerations, with bright red mar- 
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gins, putrid layer at the base, removal of which 
easily excites bleeding, the foul breath, rather in- 
tense pain, and functional signs such as trismus or 
dysphagia.” In my opinion these clinical signs are 
insufficient to establish the diagnosis, and to avoid 
error microscopic examination of fresh smears 
should be made in every instance. 

Synnott agrees that the diagnosis of Vincent’s 
angina depends upon the laboratory. Syphilis may 
be excluded by the Wassermann test. The dirty, 
yellowish or greenish-yellow slough, resting upon 
an ulcerated base which bleeds easily, and the fetid 
odor are said to be clinically characteristic. The 
low range of temperature and pulse out of propor- 
tion to the local manifestations are also helpful in 
excluding clinically such diseases as diphtheria and 
infections due to ordinary inflammations from pyo- 
genic organisms like the streptococcus and the sta- 
phylococcus. However, it is always best to make 
a culture when diphtheria is suspected. 

Prognosis: In primary infections the prognosis 
as to life is almost universally favorable, provided 
the patient receives adequate treatment. How- 
ever, when Vincent’s angina develops secondarily 
during the course of some other more serious in- 
fection, the prognosis is sometimes grave and fa- 
talities have occurred. Synnott claims the prog- 
nosis is almost invariably favorable, the fatal cases 
being exceedingly rare, and usually when they have 
occurred, have been due to complications, such as 
laryngeal ulceration, bronchopneumonia, toxemia, 
meningitis, cerebral, hepatic, splenic or ethmoidal 
abscess. He reports a fatal case in a two-year-old 
child, where infection began in the tonsil. The 
ulcers did not respond to treatment, and the condi- 
tion of the child became serious. There were re- 
curring and severe chills with pyrexia and pro- 
found toxemia, followed by a general pyemia with 
multiple abscesses in various parts of the body. The 
pus from these abscesses contained no micro-organ- 
isms, cultures upon various media giving no growth 
whatever. The child had complete anorexia and 
was kept alive for ten days by gavage, finally suc- 
cumbing to prostration. 

Goux reports a case of Vincent’s angina which 
he saw at the eleventh hour. It was thought prob- 
ably that tracheotomy in this particular case would 
have been the proper treatment. The patient was 
comfortable when he arrived, and the idea of op- 
erative intervention was, therefore, dismissed. 
About three hours later he was hurriedly recalled, 
but the patient died before his arrival. He states 
this was evidently an extremely virulent form of 
the disease. Colver says involvement of the larynx 
in these cases is almost always fatal, that he has 


read of instances in which intubation or tracheo- 


tomy has been performed, but in none have such s 


procedures been successful. 

Reiche encountered one hundred and thirty-nine 
cases of Vincent’s angina (in addition to 4,052 of 
simple angina) at the Hamburg-Barmbeck Hospi- 
tal during a period of twelve years. In another 
group of twenty-three cases Klebs-Loeffler bacilli 
were present, which had no influence upon the clini- 
cal picture. In two instances Vincent’s angina was 
superposed upon diphtheria. In two cases what 
seemed to be pure Vincent’s angina ran an excep- 
tionally severe course, terminating fatally in one. 
This patient was a child aged eleven years; the 
disease was of several weeks’ duration, and per- 
nicious anemia had developed. Marked improve- 
ment followed cleansing the mouth with hydrogen 
dioxide, but this proved transient and the child 
died within two months. The other patient was a 
young woman in whom Vincent’s angina caused 
severe general disturbances, with intense headache, 
leucopenia, esinophilia, abducent paralysis, splenic 
enlargement, and partial destruction of the soft pal- 
ate. The abducent paralysis developed the twenty- 
sixth day, and disappeared after three and a half 
weeks. The angina ran its course in about six weeks 
and complete recovery followed. 

Treatment: The multitude of agents recom- 
mended for local and general exhibition in Vin- 
cent’s angina amply testifies to the unsatisfactory 
and unsettled state of our knowledge concerning 
the therapeusis of this apparently trivial affection. 
Personally I have found silver nitrate solution and 


trichloracetic acid locally applied the most satis-> 


factory in acute cases, a favorable outcome accrv- 
ing from these measures in about two weeks. The 
chronic form is of course more rebellious, and local 
treatment must necessarily be continued over 2 
longer period of time. In this type the intravenous 
injection of salvarsan or neosalvarsan is highly rec- 
ommended by those who have recently been most 
successful in the treatment of this disease. Salvar- 
san solution has also been applied locally with bene- 
fit. The administration of moderate doses of the 
iodides is said to be beneficial following the sal- 
varsan treatment, and it would seem reasonable to 
believe mercury might be advantageously employed: 
but in my experience its administration has beet 
unproductive of appreciable benefit. 

Care should always be exercised in mechanically 
removing the membranous exudate, to inflict the 
least possible damage upon the delicate underlying 
structures ; otherwise hemorrhage may be consider 
able, especially if there is any individual tendency 
toward hemophilia. I have experienced no diff 
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culty in removing the membrane by means of a 
probe wrapped with absorbent cotton dipped in 
weak iodine or normal saline solution. Manipula- 
tions should be gently made for the reason already 
stated. 

In addition to local measures, internal medica- 
ments which tend to increase vital resistance and 
restore normal physical equilibrium are especially 
indicated. Iron, strychnine and other so-called tonic 
and reconstructive agents may be advantageously 
used. Internal treatment should be supportive and 
eliminative to secure the best results. 

Ramond agrees with other writers that the micro- 
biology and treatment are practically the same for 
each localization. He believes neosalvarsan is the 
best remedy, but is too expensive and something 
must be substituted, viz., intensive local treatment. 
All membrane must be removed mechanically, after 
which solution of silver nitrate 1:50 is applied. This 
should be preceded by a gargle of cocaine solution, 
and the use of a blunt curette for removing all mem- 
brane and sanious detritus. Hemorrhage is slight 
and controlled by a gargle of hydrogen peroxide. 
He claims the raw surfaces begin to granulate and 
soon cicatrize under this method of treatment. 

We are reminded by Renaux that Zilz, Netter, 
and Aehard recommend the use locally of a ten per 
cent solution of neosalvarsan in glycerine. This 
solution does not deteriorate for a long time; it is 
neither caustic nor painful; it may be applied to the 
ulcers three times daily. He suggests that the parts 
be previously cleansed with physiological salt solu- 
tion. 

According to Synnott, in addition to the drugs 
already mentioned, the local treatment includes such 
remedies as methylene blue, tincture of iodine, Lu- 
gol’s solution, and hydrogen peroxide. Orthoform 
lozenges relieve the dysphagia. For severe cases 
with deep ulceration into the fauces or larynx, and 
in obstinate cases which tend to become chronic, he 
states good results have been obtained from sal- 
varsan intravenously, and also applied locally tri- 
turated with glycerine. “As Vincent’s angina ap- 
pears to be a spirillum disease, the administration 
of salvarsan seems to be a logical procedure in such 
cases.” 

Colver refers to seven cases of Vincent’s angina 
observed during one year, and suggests that the 
treatment should be supportive and eliminative. In 
hospitals isolation should be enforced; in families 
the usual prophylactic measures are advised. Two 
of his cases were of the extra-tonsillar type; one 
was associated with syphilis; in another there was 
apparently a concurrent infection with the Klebs- 
Loeffler bacillus and the bacillus fusiformis and 


spirillum ; the other three showed the possibilities of 
contagion, and the advantage of early diagnosis 
and prompt therapeutic action. 

Taccone reports two cases of Vincent’s angina 
in children of ten and twelve years, and emphasizes 
the importance of getting rid-of the false mem- 
brane. He advises removal by irrigation, using a 
liter of water at least under pressure as from an 
ordinary irrigator. This lavage with boiled tepid 
water should be repeated every three hours; it is 
unnecessary to make the fluid strongly antiseptic. 
The membranous patches may also be removed 
with a cotton wad dipped in ether-iodine solution. 
By gently twisting the cotton the patch comes away 
without eroding the tissues beneath. The moment 
the patch has been removed, the region beneath 
must be sterilized with some strong antiseptic. He 
prefers hydrogen dioxide, undiluted for this, but 
some use salicylic acid, potassium permanganate, 
copper sulphate, or salvarsan, for this local treat- 
ment. 

Stark thinks Vincent’s angina is far more com- 
mon than generally supposed. The diagnosis is 
difficult in gross lesions, and in suspected cases 
there should be an examination microscopically for 
the combined spirochetes and fusiform bacilli. So- 
dium perborate has given him uniformly good re- 
sults. It is a simple remedy, without danger, will 
ease pain promptly, and cures within a short space 
of time. 

In the opinion of Richardson, the treatment in- 
dicated in the tonsillar form is to promote drainage 
from the affected crypt, to keep the ulcer clean, and 
apply a twelve per cent solution of silver nitrate. 
Trichloracetic acid in full strength has been em- 
ployed with great success. Iodine is preferable only 
in cases in which the ulceration involves a large 
surface. Marvelous cures are reported from the 
use of salvarsan. The treatment in all cases should 
include prophylaxis and attention to hygiene of the 
month. 

Favre and Dreyfouss believe that while the le- 
sions due to the fusospirillar symbiosis are at times 
primary, as in Vincent’s angina and in certain cases 
of ulcero-membranous stomatitis, they are more 
often secondary to conditions lowering local re- 
sistance, such as dental caries, the inflammation re- 
sulting from eruption of a wisdom tooth or mer- 
curial elimination, and various bucco-pharyngeal 
ulcerations, including syphilitic chancre. Though 
the treatment with organic arsenicals such as neo- 
salvarsan and galyl is recognized as specific, they 
have found the combined silver nitrate and methy- 
lene blue treatment equally efficacious. simpler and 
less expensive. The ulcerations are carefully 
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cleansed every day with small swabs of cotton 
previously dipped in a ten per cent solution of sil- 
ver nitrate in distilled water; the bases of the ulcers 
must be made quite clean regardless of the amount 
of bleeding induced. A one per cent methylene blue 
solution is then freely applied. In cases of Vin- 
cent’s angina the tonsils are carefully examined and 
the recesses in the crypts, in which the infection 
often starts, duly explored. By the second or third 
treatment improvement is already manifest. The 
ulcer soon shows healthy, firm granulations. A 
one in thirty silver solution is thereafter sufficient, 
the treatment being continued until complete recov- 
ery has ensued. By this method disappearance of 
the most superficial lesions, as ordinarily noted on 
the internal surface of the cheeks, was procured in 
three days, and the more extensive tonsillar ulcera- 
tions, destroying nearly all the tonsillar tissue, in 
eight days. Where the treatment fails, the authors 
do not hesitate to affirm that some other morbid fac- 
tor exists. 

The following personal observations are inter- 
polated not with the idea of presenting anything 
new, but to illustrate the confusion in clinical diag- 
nosis which nearly always occurs in these cases, and 
the results of the treatment employed. So soon as 
each patient came under my care smears were made 
from the ulcerative lesions which readily clarified 
the diagnostic obscurity. 

(1) Angina Vincenti chronica: A male, white, 
single, aged twenty-three, gave a history of “ulcer- 
ated sore throat” extending over many months. He 
was treated by the family physician for some time 
under the tentative diagnosis of tonsillitis and later 
stomatitis, but instead of disappearing the ulcera- 
tion gradually progressed. A specimen of the pa- 
tient‘s blood was then sent to a Louisville laboratory 
for examination, the doctor having suggested that 
the throat lesions might be syphilitic in character. 
However, there was no such history and the patient 
denied the possibility of exposure. The Wasser- 
mann blood test was reported as weakly positive, 
and the internal administration of antiluetic medica- 
ments promptly inaugurated, which resulted in con- 
siderable aggravation of the local lesions. 

When the patient consulted me about three weeks 
thereafter, the ulcero-membranous lesions had ex- 
tended from the tonsil forward to the buccal and 
lingual mucosa, the breath was very foul, gingivitis 
was present, and the cervical lymph glands were 
enlarged. The ulceration appeared clinically not 
unlike that due to syphilis, and the positive Wasser- 
mann made such a diagnosis plausible. Smears 
from the ulcerative lesions, however, showed the 
typical fusiform bacilli associated with spirochetes, 
thus establishing the diagnosis of Vincent’s angina. 
No treponema pallida were found, but the smears 
contained organisms which were not positively iden- 
tified, but were probably streptococci and staphylo- 
cocci. The patient had become somewhat emaciated 


because of his inability to masticate and swallow 
food without considerable discomfort; otherwise 
there was little evidence of systematic disturbance, 
the temperature and pulse rate being only slightly 
above normal. 

After perfection of the diagnosis microscopicaily, 
the patient was given two doses of neosalvarsan in- 
travenously at ten-day intervals. Potassium iodide, 
iron and strychnine were administered internally 
for several weeks. The ulcers were carefully 
cleansed daily by means of normal saline solution, 
and after gently removing the membranous patches 
and further cleansing with hydrogen dioxide the 
ulcerated areas were painted with silver nitrate so- 
lution 1:20. The lesions began to granulate within 
a week, hemorrhage became less at each treatment, 
and the patient returned to his home in the country 
perfectly well at the end of six weeks. The lingual 
lesions were the last to heal, which I believe is 
contrary to the experience of other observers. 

A positive Wassermann blood reaction is unusual 
in Vincent’s angina, unless the patient also has 
syphilis. In this case no history of lues could be ob- 
tained, nor was any evidence of the disease noted 
excepting the local lesions mentioned. In the ab- 
sence of syphilis the Wassermann reaction in Vin- 
cent’s angina is almost invariably negative. 

(2) Angina Vincenti chronica: A female, white, 
aged twenty years, was referred to me by a local 
physician, with a note stating that he had been treat- 
ing her two weeks for “tonsillitis” without improve- | 
ment. According to the history this girl had suf- 
fered with “sore throat” for three weeks before con- 
sulting her physician. Household remedies had been | 
used in the meantime without beneficial effect, and 
not ‘until she discovered a few “patches” on the 
posterior lingual and buccal surfaces did she seek 
medical aid. The physician had evidently accepted © 
her diagnosis of tonsillitis without making an ex- | 
amination. 

When the patient came to me both tonsils were | 
extensively involved, the left being partially de- — 
stroyed, her breath was fetid, but there was no ulitis | 
present. There were several painful lesions upon 
the posterior lingual and buccal mucosa. The pharyn- © 
geal tissues were markedly edematous, which ren- ~ 
dered deglutition difficult. During the five weeks’ ill- | 
ness the patient had lost fifteen pounds in weight; | 
no symptoms of toxemia were present; pulse and 
temperature about normal. Wassermann blood re- | 
action negative. Smears froin the ulcerated surfaces — 
showed typical Vincent’s organisms. 

In the local treatment of this case, after prelimi- | 
nary daily cleansing and removal of the membranous | 
exudate as already described, trichloracetic acid in © 
full strength was applied during the first week. | 
There was considerable bleeding from the left ton- © 
sillar area which was the site of greatest ulceration. | 
Improvement being slow under this method of treat- é 
ment, silver nitrate 1:20 was substituted, and com- i 
plete healing occurred within four weeks. Neosal- | 
varsan was not administered in this case, but © 
otherwise the internal treatment was the same as in 
case one. a 

(3) Angina Vincenti acuta: I was recently called : 
in consultation to see a boy of eight years, expect- | 
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ing to perform intubation or tracheotomy. The 
child had been confined to bed only three days with 
what was supposed clinically to be diphtheria, and 
upon that basis antitoxin had been administered 
according to the routine practice. Microscopic ex- 
amination of the exudate had not been made. The 
child did not improve, edema and swelling rapidly 
increased, deglutition became almost impossible, and 
respiration was obstructed. Examination of the 
throat was unsatisfactory because of the intense 
pain and edema. 

The child seemed critically ill, and was taken to 
the hospital at once. Smears were obtained from 
the throat which under the microscope showed the 
fusiform bacilli associated with spirochetes, the pic- 
ture being typical. No Klebs-Loeffler bacilli were 
found. Under cold applications the swelling be- 
gan to subside within a few hours, and no further 
thought of operative intervention was entertained. 
Several doses of morphine had to be administered 
hypodermatically to promote physical comfort and 
quietude. The local measures described in the fore- 
going were pursued in this case, with some modifi- 
cations owing to the age of the patient, and com- 
plete recovery ensued within two weeks. 
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Heartu INsuRANCE AND MiitTary SERVICE. 

There is one fact which stands out in the statistics 
of countries which have longest had health insur- 
ance, viz., the increasingly vigorous condition of 
those who are subject to military service compul- 
sion, as compared not only with the condition of 
such in other nations—such as the United States, as 
our selective draft examinations reveal—which have 
not had the benefit of health insurance. The sta- 
tistics of the countries, that have longest enjoyed the 
benefits of health insurance, show a steadily pro- 
gressive improvement, also in this regard. This 
must be due in large part to such insurance, which 
has protected the families of workingmen in these 
countries, has taught sanitation, hygiene, care of 
mother and children and provided promptly and 
freely the necessary medical help and medicines 
in times of sickness—Muites M. Dawson in The 
Public Health Journal. 


PROGNOSIS IN SURGERY OF THE AGED. 
BASED ON 100 PERSONAL CASES.* 
FRANK C. Yeomans, M. D., 

New York City. 


Of the patients operated upon by me during the 
four years to August, 1917, in hospital and private 
practice, I have selected one hundred cases to illus- 
trate some remarks on the surgery of old people. 
While making the study, the thought uppermost in 
my mind has been the operative prognosis. 

A summary of the table of 100 cases shows the 
number by decades to be: 50 to 59 years, 22; 60 to 
69 years, 49; 70 to 79 years, 27; 80 years and over, 
2. Extremes of age, 50 to 86, with an average of 
62 years. Sex: Male, 65; female, 35. 

Anesthetic employed: Ether or chloroform, 57; 
nitrous oxid gas and oxygen, 7; local, by novocain, 
36. 


Result: Recovered, 88 cases; died, 12, an opera- 
tive mortality of 12 per cent. Of the twelve fatali- 
ties 8 were males and 4 females. Their ex- 
tremes of age were 63 to 81 years with an average 
of 701% years. The anesthetic employed in 9 of 
these was general, in one gas and oxygen and in 
two local. The operation was imperative in ten cases 
and elective in two (herniae). The operation was 
for malignant disease in four of these cases. 


Comment on the chart is as follows: 

Herniae: One, aged 69, ether anesthetic, died of 
pulmonary oedema on sécond day after operation; 
one, aged 68, ether, died on the seventh day; and 
a third case, umbilical hernia in a woman, aged 
75, incarcerated one week, strangulation and peri- 
tonitis present at time of operation, gas and oxygen 
anesthesia, succumbed two hours after operation. 


Empyema of gall-bladder: Man, aged 69, general 
anesthetic, septic at time of operation, died on 
fourth day. 

Carcinoma of esophagus: Man, aged 70, weak- 
ened from starvation, died second day after gas- 
trostomy under local anesthesia. 

Cancer of stomach, aged 63, died from exhaustion 
after gastrostomy. 

Cancer of rectum: Perineal extirpation on five 
cases, palliative colostomy on two radically inoper- 
able cases. 

Carcinoma of uterus: Operation, June, 1915, no 
recurrence to date. 

Extensive carcinoma of breast: One, aged 76, 
ether anesthesia, palliative operation, died fourth 
day, pneumonia. 


*Read before the Surgical Section, New York Academy of Medi- 
cine, October 5, 1917. 
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Cancer of pancreas: Exploratory operation. Re- 
covered but died later of the cancer. 


Cancer of hand and arm: Aged 60, local anes- 
thesia, amputation above elbow, primary union and 
no recurrence. 

Sarcoma of neck: Huge tumor. Died suddenly 
four hours after operation, probably from embol- 
ism. 

Syphiloma of liver: Aged 68, ether, died 20th 
day, exhaustion. 

Thyroidectomy: Aged 79, novocain locally, died 
third day, myocarditis. 

Pyloric obstruction (fibrous): Operated by an- 
other surgeon 15 months before for adhesions. I 
did a gastro-enterostomy four years ago. Patient 
is now alive and well. 

Necrosis of jaw: One-half of mandible removed. 

Dislocation of humerus: First case—resection 
of head of humerus for old dislocation and adhe- 
sions. Complication—dislocation of ulna. Result 
—fair function and relief of pain. 

Second case: Fracture—dislocation of head of 
humerus. Head removed. Result good. 

Amputation through thigh: Nine amputations 
were for gangrene of foot; eight senile, one dia- 
betic. Tenth case was for extensive necrotic ulcer 
of leg, eleventh for necrosis of bones of foot and 
ankle. Ten recovered. One, aged 81, died on 12th 
day—vessels of thigh thrombosed at time of opera- 
tion. 

Prostatectomies: All four were suprapubic, one 
in two stages. One, aged 64, died second day of 
pneumonia. The other three obtained good func- 
tional results. 

The operation on the majority of the 100 cases 
reported was rendered extrahazardous by organic 
neurological lesions (paralysis, etc.) and other com- 
plications (cardiac, pulmonary and renal), which 
made these patients, from the surgical standpoint, 
much older than their actual years of life indicated. 

Surgery of the aged is imperative or elective. In 
certain cases, as strangulated hernia, gangrene of 
the foot or empyema of the gall bladder, the sur- 
geon has no choice, the call is imperative. In other 
cases operation is elective. Broad experience and 
sound judgment will be the best guides for the sur- 
geon in presenting to the patient and his friends 
the probable outcome of operative procedure for, 
after all, the decision rests with them. 

The indications for elective operation are (1) to 
effect a cure, as in carcinoma of the breast suitable 
for radical removal; (2) to prolong life, e. g., in 
the same mammary cancer that has become radi- 
cally inoperable but where a partial operation will 


diminish suffering and toxemia and delay the fatal 
issue, and (3) to relieve pain and incapacity as in | 
a large ventral hernia. 

Occasionally a physician advocates the applica- | 
tion of the Spartan system to the aged. Osler out- © 
did the Greeks in abridging the Biblical span of | 
man’s usefulness by a decade. History refutes all — 
such arbitrary rulings and limitations in the monu- 
mental achievements of the elders in the fields of 
science, statesmanship, literature and art. The fact 
is that the extremes of age have furnished many 
examples of the precocious youth and the venerable | 
sage. Personally I incline to the philosophy of | 
Cato the Elder as set forth in de Senectute. While | 
the mind retains its vigor, excruciating pain alone | 
would offer the only excuse for interference,—and | 
what pain cannot Morpheus control till the flicker- | 
ing candle burns out? Euphoria rather than euthe- 
nesia should be the guiding star of the surgeon. 

It is trite but true that a man is as old as his ar- | 
teries. | 


From the surgical viewpoint he is also as old as : 
his heart, kidneys or lungs. Chronic valvular dis- 
ease of the heart, when compensated, does not con- 
traindicate operation but a fatty or degenerated | 
myocardium bars general anesthesia. The blood 
pressure reading is so variable as not to be a valu- 
able guide. A trace of albumin and an occasional | 
hyalin cast are not significant but fatty and epithe- | 
lial casts oppose general anesthesia. Chronic bron- | 
chitis is apt to develop pulmonary oedema after | 
ether or chloroform, but this is circumvented by 
the use of gas and oxygen or local anesthesia. 


Aged fat and flabby individuals are poor surgi- 
cal risks, as are operations which heal by suppura- 
tion and granulation. 

Preparatory treatment.—The patient must not be | 
weakened by underfeeding nor depleted by drastic | 
catharsis. The drinking of water is to be encour- | 
aged to fill the blood vessels and flush the kidneys. p 
The skin of the operative field, often thick and) 
scaly in old people, must be carefully prepared to q 
prevent infection. Irritated areas are relieved by” 
a few days application of equal parts of corn starch | 
and zinc oxide ointment. 

Anesthetic—The anesthetic of choice in all cases | 
is local by novocain, one-half per cent., as was em- E 
ployed in 36 per cent. of this series of cases. The ’ 
second choice, especially.in the presence of pulmon- | 
ary irritation, is nitrous oxide gas and oxygen. This | 
is particularly suited to severe but brief operations, | 
as the amputation of limbs. Next comes chloro- | 
form, in the hands of an expert, and finally ether. | 
Local anesthesia is always to be preferred when f 
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practicable in both major and minor operations on 
old people. Broader experience overcomes its ap- 
parent handicap to the surgeon and its more gen- 
eral use will, beyond question, result in the saving 
of many lives that would succumb to a general 
anesthetic. 

When a general anesthetic is to be administered, 
the plan I have followed to shorten its duration 
is to have the operative field in readiness to begin 
the operation the instant the patient is fully nar- 
cotized. The patient is placed upon the operating 
table, the field of operation is prepared with iodine 
and covered with a sterile towel and the patient 
draped before beginning the administration of the 
anesthetic. These preliminaries save the patient 
many valuable minutes, and time is precious in the 
surgery of the aged. 


When amputating through the thigh in old peo- 
ple I do not use the Esmarch bandage or a tourni- 
quet. The vesseis are clamped as encountered and 
then divided. In cases of gangrene especially, 
thrombosis is apt to be present, and amputation, to 
be successful, must be proximal to the point of 
occlusion. 


I employ morphine and atropine as a preliminary 
to local anesthesia but recently have abandoned this 
medication before general anesthesia in the aged, 
for it delays the reaction from the operation and 
increases shock. 

Five cardinal rules for successful surgery of old 
people are: 

1. A correct diagnosis made by thorough and, if 
necessary, repeated examinations before the opera- 
tion. 

2. A definite plan of operation, executed with the 
greatest celerity compatible with safety. 

3. Rigid asepsis, for the powers of resistance to 
infection in the aged are limited. . 

4. Control of haemorrhage by the Esmarch ban- 
dage, posture, segregation and by division of ves- 
sels between clamps, for blood lost is not quickly 
replenished in old people. 

5. Careful handling of tissues. Trauma of tis- 
sues results in diminished resistance and favors in- 
fection. “Quickly in and quickly out” is impera- 
tive when invading the abdominal cavity and with 
the least possible evisceration. 

Furthermore, the body heat must be conserved 
by warm covering during the operation and _pro- 
tection thereafter, including the avoidance of drafts. 

Good nursing and nourishment are essential to 
rapid convalescence and early sitting up to prevent 
hypostatic pneumonia. 

The safeguards against shock are a definitely 


planned operation, short anesthesia, deft technique, 
“bloodless surgery” and conservation of body heat. 

Favorable prognostic factors in surgery of the 
aged may be thus stated: 

First: Physically the very old represent the sur- 
vival of the fittest or, if naturally delicate, they have 
not undermined their constitution by dissipation or 
excess. 

Second: Abstemious habits of eating and drink- 
ing and a routine life are accompaniments of ad- 
vancing years, hence post operative toxemia and 
delirium tremens are less frequent complications 
than in younger people. 

Third: The general condition of the patient will 
be of more weight in deciding the operability of a 
given case than any slight deviation from the nor- 
mal of a particular organ as the heart, the kidney 
or the lung. 

Fourth: The selection of the anesthetic suitable 
to the patient’s condition and to the proposed oper- 
ation will frequently be a more potent factor in the. 
prognosis than the surgical procedure itself. In 
major operations under general anesthesia the re- 
sponsibility of the anesthetist is on a par with that 
of the surgeon. The more frequently local anes- 
thesia or gas and oxygen can be employed, the bet- 
ter the prognosis. 

Fifth: In cancer cases the liability to recurrence 
after radical operation diminishes with advancing 
years, and after palliative operations malignant 
growths are retarded for longer periods than in 
younger subjects with their more active tissue 
changes. 

The observations made from our experience jus- 
tify the conclusion that: 

Imperative operations must be performed irre- 
spective of the age of the patient and that, 

Other things being equal, in elective cases, age 
per Se is not a bar to successful surgery. 


Sex Age Anesthetic 
=) 
Hernia: 
19 1 55-86 67 12 2 
6 54—71 63 6 
Gall 2 1 63—69 66 1 a 1 
Carcer of: 
Oesophagus ........ 70 1 
5 60—77 69 3 2 4 1 
Hand and Arm..... 60 1 1 
Syphiloma: Liver ...... | 68 1 1 
Fibromyoma Uteri ..... | 64 1 1 
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Fibroma: Nose ........ 74 1 
Lipoma: Shoulder ..... 72 1 
Exophthalmic Goiter ... .. 79 1 l 
Volvulus: Sigmoid ..... 68 1 .. 1 
Fracture - Dislocation 

Amputation Thigh ..... 7 4 62-81 69 8 3 .. 10 «1 
Urethral Structure .... 2 .. 58—60 59 1 
Haemorrhoids .......... 7 3 5S2—70 60 3 .. 7 10 
Fistula (Rectal) ....... 4 .. 55—70 65 2 1 a 

65 35 50—86 62 57 7 36 88 12 

230 West 59th Street. 

GONORRHEA IN THE FEMALE.* 
Epwarp F. Z1EGELMAN, M.D. 
PORTLAND, OREGON. 

The title “Gonorrhea in the Female,” is a topic 


which may be open to criticism because of its sup- 
posed simplicity of diagnosis and treatment; in my 
opinion, however, it is one of the most important 
with which the specialist or general practitioner has 
‘to contend—one which has a tremendous bearing 
upon the happiness and welfare of the general pub- 
lic. 

In 1872 Emil Noeggerath published a work on 
gonorrhea that was destined to revolutionize the 
view of the medical world regarding the clinical 
significance of the disease—especially of gonorrhea 
in the female. He was the first man to insist that 
inflammation of the uterus and appendages was the 
direct result of gonorrhea and that gonorrhea was 
extremely intractable to treatment, that it often 
remained latent for months or years before causing 
severe complications, and that infection as a result 
of sexual intercourse might occur after long periods 
of quiescence. Some authorities are extremely 
pessimistic concerning prognosis, and while per- 
sonally I am not of the ultra-pessimistic type re- 
garding the treatment of gonorrhea in women I 
am extremely careful in making the statement that 
an individual patient is absolutely cured of her in- 
fection. I have come to these conclusions from my 
work in hospitals, dispensaries and private prac- 
tice. In institutions and dispensary practice the 
difficulty is summed up in lack of control; and, 
whereas we are supposed to have our private pa- 
tients under greater control than our institutional 
patients so far as chronic diseases are concerned, 
the patient who visits our office will, before a cure 
is completed, generally lose patience, or the symp- 
toms becoming nil she feels that she is cured and 
ceases to make the necessary visits to our office. 

The presence of the gonococcus is proven only 
when the cocci are found in characteristic group- 


* Read before the Annual Meeting of The Alumni Association, 
Medical School, University of Oregon, June 25th, 26th and 27th, 
1917, Portland, Ore. 


ings in leucocytes, when there is a chance for coun- 
terstaining by the Gram method, and when the or- 
ganism under suspicion corresponds morpholog- 
ically with the gonococcus. There are numerous 
bacteria staining Gram negative but only three or- 
ganisms other than the gonococcus must be differ- 
entiated. They are the micrococcus catarrhalis, 
micrococcus melitensis and the meningococcus. The 
catarrhalis and the meningococcus are very simi- 
lar morphologically but fortunately are seldom if 
ever found in the female genital tract. Neverthe- 
less, when a positive diagnosis is required, either 
for sociological or medico-legal purposes, other 
means than staining have to be resorted to. For 
these cases culture offers a method of absolute cer- 
tainty in diagnosis; but the use of the culture 
method, unless performed by a skilled bacteriolo- 
gist, is useless, as the gonococcus is an extremely 
difficult organism to grow. 


Gonorrhea is usually contracted through sexual 
intercourse, though there are numerous authentic 
cases showing that patients have been contaminated 
through dirty instrumentation and by way of soiled 
towels. These latter infections are rare, due to 
the fact that if the gonococcus is exposed to room 
temperature or allowed to dry it loses its virulence 
or perishes within a few hours. 


In examining a suspected case of gonorrhea in 
the female anamnesis is of particular importance. 
Especial attention should be directed to the men- 
strual history, inquiries being made concerning 
changes in the character of the flow and the de- 
velopment of a dysmenorrhcea. Inquiries should be 
instituted concerning the existence of vesical irri- 
tability, frequency of urination, dysuria and cloudi- 
ness of urine, as frequently a gonorrheal cystitis is 
present. The possibility of previous attacks of 
pelvic peritonitis as well as dyspareunia and painful 
defacation should be inquired into, and to impress 
upon you the importance of this let me refer you 
to the chart where you will see two cases of gon- 
orrheal proctitis as sequelae. If the patient be a 
married woman great tact must be used, and the 
questions should be entirely free from all sugges- 
tion of marital contamination, though under no cir- 
cumstances should the patient be left in ignorance 
of the infectious nature of her disease. On the 
other hand, care must be taken not to arouse sus- 
picion of marital infidelity in a case that might pos- 
sibly be the result of an extra-genital infection. No 
rule can be laid down to govern all cases; common 
sense iS a prime requisite, and an endeavor should 
be made to have the husband consult a genito- 
urinary man, as it is absolutely futile to attempt to 
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cure a gonorrhea in a woman whose husband is 
afflicted with a neglected or chronic urethritis or 
other form of Neiserian infection and who is con- 
tinually reinfecting his wife. | 

Accurate statistics relative to the period required 
for the incubation of the gonococci in women are 
obtained with difficulty, as the initial symptoms of 
this disease in the female are often so slight and 
of so insidious or transitory a character that the 
actual date of onset is difficult of definite deter- 
mination; as a further hindrance the onset is as a 
rule so mild that the physician is rarely consulted 
until the disease has made considerable progress ; 
in fact, when the infection is confined to areas be- 
low the internal os it is not uncommon for patients 
to be in ignorance of the existence of the disease. 

The anatomical structures in the female most 
frequently involved that can be reached by treat- 
ment other than operative are the urethra, Bartho- 
lin’s glands, the glands about the vestibule, the 
cervix and, less often than the others, the vagina, 
unless the patient is a child. 

In an extension of the disease above the cervix 
it extends by direct continuity along the endomet- 
rium and along the mucosa of the tube. The most 
frequent pathological condition produced by a gon- 
orrheal infection of the tube is a pyoendosalpingi- 
tis. Gonorrheal lesions of the Fallopian tubes pos- 
sess certain characteristics which, while not suffi- 
ciently absolute to prove the etiology of the infec- 
tion, are pronounced enough in the great majority 
of cases so that we may be moderately certain of 
the type of infection present. The fact of the ex- 
tension of the gonococcus along the surface mucosa 
produces certain macroscopical pictures that are 
more or less characteristic, whereas pyogenic mi- 
cro-organisms reach the tubes by way of either the 
blood or lymph vessels of the broad ligament, the 
mucosa is not primarily involved. In these infec- 
tions various abscesses and cellulitis are common, 
while from the very nature of the gonococcal in- 
fection these structures are far less frequently in- 
volved. When the end of the fimbriated extremity 
of the Fallopian tube has not been closed through 
the inflammatory result of the primary gonococcal 
infection, which is rarely the case, the ovary may 
become infected secondarily, a perioophoritis re- 
sulting. When the substance of the ovary itself is 
infected the most frequent route of infection is 
through a recently ruptured follicle. Such ovaries 
are rarely larger than a hen’s egg and are often 
but slightly increased in size. During the chronic 
Stage sclerotic changes are common, and the ovary 
may be even smaller than normal. As a rule multi- 
ple retention cysts are present, and a frequent ter- 


minal result of a gonococcal infection of a tube is 
a hydrosalpinx. 

The symptomatology when you see your patient 
early is that of an acute inflammation depending 
upon the anatomical structures involved, and as we 
often have only Bartholin’s glands, the vagina and 
cervix involved many women have no symptoms of 
a urethritis. The type known as the honeymoon 
gonorrhea, where the gentleman out of courtesy to 
his young wife does not wish to cause her pain and 
does not rupture the hymen at the first intercourse, 
is usually the most extensive infection we find in 
women, as the infectious semen is deposited at the 
orifice of the urethra and at the opening of Bar- 
tholin’s glands. As a result there are acute ves- 
tibular gonorrheal urethritis and Bartholinitis. The 
condition of course causes considerable pain and 
intercourse ceases. If a woman were seen in this 
condition by a competent physician she could easily 
be treated and the spread of the disease prevented. 
But nine out of ten of these patients do not consult 
a physician on account of a sensitive modesty. As 
a rule they employ douches and carry the infectious 
material in this way from the outside into the 
vagina and thus transfer the disease to the cervix 
with subsequent great possibility of internal tubal 
trouble. 


The diagnosis is usually suspected by the clinical 
symptoms and visual pathology, but should be cor- 
roborated by examination of smears, especially in 
the subacute cases. Personally I find that collect- 
ing the material from the urethra, right and left 
3artholin’s glands, the vagina and the cervix with 
a medicine dropper gives a greater percentage of 
positive results than either with a cotton swab, 
platinum loop or glass rod. In chronic cases ob- 
taining smears from Skene’s ducts and from the 
cervix after the use of a dull curette is most impor- 
tant. These smears are all stained according to 
the Gram method. The usual pelvic examination 
is made to determine any adhesions or disturbances 
of the tubes. Should the smears prove negative I 
believe the complement fixation test in a great many 
cases gives a clue to the causative factor if a defi- 
nite pelvic pathology is present, and where bac- 
teriological examination has failed. In virgins the 
use of an endoscope has proven invaluable as a 
means of obtaining a smear from the vagina or 
cervix. 

It is a well-known fact that a female gonorrhoe 
can transmit infection at one time and not at an- 
other. She is more likely to produce an infection 


directly after a menstrual period. The reason for 
this has never been satisfactorily explained, but my 
belief is that since the ideal culture medium is blood 
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serum a natural growing medium is produced dur- 
ing the menstrual period. At least this seems 
plausible. This most likely causes a multiplication 
and—possibly—-an increased activity of hidden or- 
ganisms. 

After the clinical symptoms of gonorrhea have 
subsided all patients should be subjected to a thor- 
ough bacteriological examination. In private prac- 
tice I insist on three negative smears to be fol- 
lowed by two negative smears after the next men- 
strual period. In children five negative smears 
must be obtained. In the unmarried 
women instructions are given to return for urethral 
examination when contemplating matrimony or on 
the first appearance of any symptom suggesting a 
recurrence of the original condition. In the case 
of married patients the greatest care should be 
exercised to obtain a complete cure before the 
marital relation is resumed. 

The genito-urinary men of the present day who 
limit their practice almost exclusively to the treat- 
ment of gonorrhea in males are very much in ad- 
vance in their methods over those practitioners to 
whom the women come for treatment of their gon- 
orrhea and its complications. Unfortunately the 
treatment of gonorrhea in the female is confined 
almost entirely to the general practitioner; this 
condition of affairs has not led to much advance in 
our treatment of their troubles. 

Treatment depends entirely upon the stage of the 
disease. In acute stages practically all that is de- 
manded is absolute rest, light diet, particularly 
about the time of the menstrual period. Great care 
should be exercised in preserving cleanliness not to 
transfer the infection along the genital tract be- 
yond the point of origin. Chronic cases require 
much patience on the part both of physician and 
patient. The silver salts are the favorites of most 
authorities. In the treatment of the urethra the 
endoscope is invaluable. I have found that 
Skene’s glands are best treated by the actual 
cautery. The glands of the vestibule also yield 
much more readily to this form of treatment. In- 
fection of Bartholin’s glands can usually be satis- 
factorily treated by injection of silver salts, using 
a blunt-pointed needle—one similar to a hypoder- 
mic—and inserting same into duct. There are 
cases requiring a dissection of the gland—a pro- 
cedure not so simple as one might think. Linear 
cauterization, after the method of Boldt,? has 
proven very satisfactory in treatment of the cer- 
vical canal at intervals of every two weeks, though 
I believe in the hands of experienced plastic op- 
erators a resection of the cervical mucosa after the 


case of 


Schroeder method gives the most satisfactory re- 
sults. 

According to the best authorities a gonorrheal 
endometritis seldom if ever occurs; I am frank to 
say I have never seen such condition. I draw this 
conclusion from the microscopic study of uteri re- 
moved from women who have had a gonorrheal 
infection. Numerous sections have been stained 
for the gonococcus in situ and I have yet to see 
an endometrial section showing the same or evi- 
dence of endometritis. On the contrary there are 
authorities who contend such conditions exist and 
they advocate curettage and application of silver 
preparations. I have always held that such pro- 
cedure was unwarranted, not to say dangerous, be- 
cause of the great liability of lighting up a pre- 
vious infection or adnexal disease. If a true gon- 
orrheal endometritis ever does exist it can be 
treated in conjunction with the tubal condition. 

Treatment of the tubes and ovaries should be 
conservative: by rest in bed, light diet, hot vaginal 
douches, hot or cold applications over the pelvic 
region. I have occasionally found the use of stock 
vaccines to be beneficial—contrary to the statistics 
of most men. Operative procedure on acute gonor- 


rheal pus tubes—either salpingectomy or salpingos- | 


tomy—is unwarranted; first, because it is against 
one of the basic principles of surgery, 1. e., the con- 
servation of tissue, and second, the drainage pro- 
cedure must necessarily tend to increase one of the 
most dreaded sequelae of abdominal surgery—ad- 
hesions. If drainage in gonorrheal tubes must be 
done the most logical procedure and route, in my 
opinion, is per vaginam. 

Regarding conservative or complete surgery in 
these cases, one must be guided by the particular 
conditions which he meets. He should explain to 
the patient that conservative surgery may mean 
future pregnancies, or perhaps future operative pro- 
cedure. 

Whether one should, in radical surgery, do a 
supra-vaginal or a pan-hysterectomy will depend 
on the condition of the cervix at the time of opera- 
tion. I personally believe that conservative sur- 
gery on the tubes and radical surgery on the cervix 
is the ideal procedure. 

To impress the importance of the subject and the 
difficulty of making a relatively positive cure based 
upon bacteriological and serological examinations I 
call attention to the following case reports: 

(1) Gonorrhoea in women, contrary to the belief 
of many, is one of the most difficult of diseases to 
cure. 

(2) It requires unlimited perseverance on the 
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part of the physician and the explicit confidence of 
the patient. 

(3) It requires in many cases surgical skill and 
judgment. 

(4) If we hope to control this disease and ob- 
tain results all infected women must be under civil 
jurisdiction, or subject to same, and if necessary 
public clinics with salaried attendants should be 
provided. 

(5) A cure must be determined only on _ bac- 
teriological and serological examination; not on 
amelioration of symptoms. 

(6) If it be remembered that occasionally the 
source of a focal infection is the genital tract a few 
patients will still remain in possession of their good 
teeth and tonsils. 

(7) Do not fail to insist that the husband (or 
paramour) consult a competent andrologist, since 
it is useless to treat a female gonorrhoic who per- 
sists in having intercourse with an infected man. 
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MEDICAL SCIENCE. 

The highest function of the physician is still the 
relief of human suffering, not merely to drug his 
patients, but to care for them; and, as the surgeon 
must know how to think clinically, the clinician to 
think surgically, at need, so it is possible that, some 
day, the word “cure” will, as part of the same Hip- 
pocratic ideal, be restored to its ancient meaning 
(curare). Meanwhile, it is recognized that the 
whole medical science includes its parts, is greater 
than its practice, applies to the ills of society as well 


as human ailments.—F1e_pinc H. Garrison, M.D. 


OsiicaTtory HEALTH INSURANCE. 

Workmen’s health insurance is like elementary 
education. In order that it shall function properly 
it needs must be universal, and in order to be uni- 
versal, it must be obligatory. In regard to obligatory 
military training it has been said that what America 
most needs to-day is a higher appreciation of 
obligation, and that without it we shall ever be a 
drifting, weak, and inefficient nation. The case for 
compulsory health insurance is, however, far clearer 
than that for compulsory military training. In 
health insurance, as in education, we are dealing not 
with obligatory burdens, but with obligatory bene- 
fits —IrviING FIsHeER, in The Public Health Journal. 


THE ETIOLOGY AND PATHOLOGY OF 
SINUS THROMBOSIS. 
A REVIEW 
Jesse H. Simpson, M. D., 
LovuIsvILLe, Ky. 


In the study of thrombosis, regardless of the 


anatomic situation in which it may occur, it is well, 


to remember that there has hitherto been more or 
less confusion and misunderstanding concerning 
employment of the terms thrombosis, embolism and 
phlebitis, evidently because of existing erroneous 
impressions as to the actual significance of each. 
The pertinent fact appears to have been overlooked 
that the three words have separate and distinct 
meanings, and therefore under the widest interpre- 
tation cannot be correctly used interchangeably or 
synonymously. 

Thrombosis signifies an existing obstructive clot 
in some portion of the circulatory apparatus. This 
may remain indefinitely in its original situs, it may 
sooner or later be resorbed, or it may disintegrate 
and thus reach the general circulation. An embolus 
is a minute particle of material, such as blood clot, 
fat, fibrin, tissue, etc., which having entered the 
blood stream in one situation is transported to an- 
other and by its lodgment there produces obstruc- 
tion. In other words, the formation of an obstruc- 
tive cloth which remains at its original situs is 
technically a thrombus; whereas a detached par- 
ticle transported to another situation, and there 
lodging and producing obstruction, becomes an em- 
bolus. 


The term phlebitis has frequently been used by 
various authors to represent both thrombosis and 
embolism. It is recognized that thrombotic obstruc- 
tion may occur at the site of venous inflammation, 
but in that event the correct pathologic designation 
would be thrombo-phlebitis. It must not be forgot- 
ten that the word phlebitis can signify only inflam- 
mation of a vein, and that neither thrombosis nor 
embolism necessarily owes its origin to venous in- 
flammation. While instances are not uncommon 
where the following sequence has been observed: 
(a) phlebitis, (b) thrombosis, and (c) embolism,— 
yet the fact remains that more or less extensive 
phlebitis may exist without producing either throm- 
bosis or embolism, and vice versa. 

So far as can be ascertained the earliest medical 
writer to attempt elucidation of the etiology of 
thrombus development was Hunter (1793), who ad- 
vanced the hypothesis that blood changes were in- 
variably responsible therefor. Since then the sup- 
posed etiologic factors have become nearly as nu- 
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merous as there are writers on the subject who 
have indulged in theoretical speculation. While 
there is yet no consensus of etiologic opinion, it 
may be said with some assurance of correctness that 
primarily thrombosis or obstructive clot within a 
vein is dependent upon factors which produce co- 
agulation of at least a portion of the blood stream. 
Something must first occur to cause slowing of the 
current, otherwise the development of a thrombus 
would be impossible. 

Several factors are to be considered, such as 
roughness of the inner wall of the vein, mechanical 
injury which may be operative or otherwise, fol- 
lowed by inflammation of the vessel, and its sur- 
roundings due to infection of high virulency. The 
theory that infection is necessary to thrombotic de- 
velopment, which was advanced by Welch (1899), 
is generally accepted as being correct. Kratz states 
the most important conclusion to be drawn from his 
post-mortem material is that he never failed to find 
an associated infection in embolism of the pul- 
monary arteries. On the contrary, however, it has 
been demonstrated that post-operative thrombosis 
and embolism may occur in the absence of demon- 
strable infection. Baumgarten has shown that a 
vessel may be ligated without the production of 
thrombosis, and necessarily on each side of the 
ligature the current is not only slowed but is stag- 
nant. 

In my opinion the classification of thrombosis 
as given by Hektoen several years ago has never 
been improved upon: 

(1) Thrombosis from adhesion: (a) on foreign 
bodies, (b) on the inner surface of vessels the 
site of necrosis, fatty degeneration, or inflamma- 
tion. 


(2) Thrombosis from stagnation: (a) from local 
disturbances, from ligation, compression, circum- 
scribed dilatation, (b) from general circulatory 
weakness. 

(3) Thrombosis from fermentation: (a) due to 
destruction of blood corpuscles, (b) due to the in- 
troduction of ferments formed outside of the ves- 
sels. 


The elements which enter as seeming factors in 
the creation of thrombi give the color from which 
the various types derive their names. According to 
the proportion of blood plates, leucocytes, and 
erythrocytes, thrombi are classified as white, red, 
or mixed; between these there may be intermediate 
forms, as the quantity of each of the forming ele- 
ments varies. 

The white thrombus develops most frequently in 
the arteries and cardiac cavities, and represents the 


Schimmelbusch theory of marginal location of leu- 
cocytes and blood plates organizing about a rough- 
ened intima or injured area, and thus the nucleus 
of a white thrombus is created. When this throm- 
bus extends into the blood stream, accretions of 
erythrocytes occur as it approaches nearer and 
nearer the axis of the stream, thus producing a 
mixed thrombus. In stagnation or quiet blood, 
when the conditions are favorable for its develop- 
ment, as in systematic venous areas, the red throm- 
bus develops. In the capillaries and smaller ves- 
sels, the first receivers of the body juices, in mar- 
antic and cachectic conditions, the hyaline type of 
thrombus forms. The latter variety is, no doubt, a 
true fibrin, as it reacts to the Weigert method of 
staining. 

Thrombi retain their original form a brief time 
only. Five chief changes occur in their structure: 
Hyaline and granular transformation, substitution 
with connective tissue, calcification, simple soften- 
ing and septic disintegration, or transferrence as 
a mass or part into a near or distant vessel as an 
embolus. (Hektoen.) 

Crouse claims there is no one factor that can 
explain a thrombotic development, for such a com- 
plication in either a medical or surgical case may 
be due to many different conditions: (a) vessel 
wall changes, (b) blood changes, (c) anatomical 
peculiarities of certain regions, (d) mechanical ir- 
ritations, and (e) infective conditions of vessels, 
blood and system. 


After the formation of a thrombus there may be 
organization and vascularization of the connective 
tissue elements with recanalization, or the fibrin 
and leucocytes may distintegrate forming a fluid 
mass which is transported into the general circula- 
tion. Calcification of the thrombus may occur, thus 
forming phleboliths. When the thrombus becomes: 
infected, and there is no drainage through a sinus 
or by destruction of the outer venous wall, “puru- 
lent softening” usually supervenes. Extension of 
the thrombus may occur from its more or less ster- 
ile ends, but when the softening overcomes this 
safety valve, then resultant pyemia, metastatic 
abscess or septic meningitis promptly closes the 
scene. 

The most common type of thrombosis encoun- 
tered in our line of work involves one or more of 
the sinuses, and is usually attributable to acute in- 
fection of the mastoid cells. It begins in the sig- 
moid portion of the lateral sinus from which it may 
extend with or against the blood stream. Cases 
have been reported in which there was evidence of 
extension backward into the torcular Herophili, and 
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even into the lateral sinus of the opposite side. It 
may also extend into the superior or inferior petro- 
sal, into the cavernous sinus, and into the ophthal- 
mic vein. 

Cavernous sinus thrombosis may have as its 
etiologic factor any infected area drained by the 
ophthalmic vein. It may result from pustules upon 
the face, within the nostrils, upon the eyelids; from 
purulent infection of the accessory sinuses, or the 
pharyngeal and buccal cavities; facial erysipelas 
may also be the cause. 

Some of the authorities give credit to the strepto- 
coccus for two-thirds of all infected thrombi, and 
one-third to the staphylococcus. Gruening found 
pure culture of the streptococcus in six consecutive 
cases of thrombosis of the lateral sinus. 

The experimental observations of Stenger on 
dogs may be summarized as follows. Introduction 
into the sigmoid sinus of highly virulent strepto- 
coccus cultures by four methods: 

(1) A tampon with the culture laid on the sinus 
wall; 

(2) The culture carried along the sinus wall ; 

(3)Injection of serum into the sinus with a 
syringe ; 

(4) Scratching the sinus wall and placing upon 
it an infected tampon. The last method was the 
only one by which he was able to produce sinus 
thrombosis. 

From the histologic investigations of Koster and 
Talker it would appear there occurred a gradually 
progressive disease of the vessel wall. The blood 
in the vein coagulated because of change in the tis- 
sue fluids, and bacterial infection then occurred. 
However, they concluded that infection was sec- 
ondary rather than primary. 

As illustrating the effect of injury to the sinus 
in an operation for mastoid disease in man, Dwyer 
reports a case of thrombosis following by metasta- 
tic abscess. Haymann was able to produce sinus 
thrombosis and pyemia in dogs and monkeys, and 
of his conclusions the following are abstracted: 

(1) That the thrombi in the earliest stages may 
contain micro-organisms, or they may enter the 
thrombi subsequently ; 

(2) That a moderate number of micro-organisms 
do not prevent organization of the thrombus; 

(3) That when experimentally infected the 
thrombus shows a marked tendency to spontaneous 
recovery. 

This author also states that at times malignant 
forms show organization, vascularization and re- 
canalization of the sinus. He reports the case of a 


man who died from meningitis where the sigmoid 
was obliterated throughout a large area, being com- 
pletely closed by firmly organized connective tissue 
with distinct evidence of beginning recanalization. 


Friedenwald is of the opinion that the course of 
sinus thrombosis varies according to the virulency 
of the infection and other influences; that it may 
become organized without disintegration, and the 
lumen of the sinus re-established ; that even in cases 
in which the center of the thrombus is purulent, the 
firm closure of the two ends and the formation of a 
fistula or destruction of the outer wall may permit 
of its successful drainage. 
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HEALTH INSURANCE. 


The North American continent has a very much 
larger proportion of physicians than any European 
country. It does not as yet boast of any perceptibly 
higher standard of health. Shall we assume that 
these standards are not affected by available medical 
facilities? Isn’t this an admission that the medical 
profession is a useless burden? Or is the explana- 
tion to be found in the fact that for lack of proper 
organization the American people never utilized 
their medical facilities to their full capacity? Pa- 
tients without medical aid on one hand—doctors 
who have nothing to do, on the other. When health 
insurance brings these two together, we may find 
that one doctor for every 700 population is not too 
much, and that every 700 population can afford 
through collective effort to support a warden of 
their health, as it will support more than one 
teacher, minister or lawyer. 


Health insurance is not a panacea. Nor is it a 
secret remedy. It does not promise to accomplish 
anything that could not conceivably be accomplished 
in other ways. But it is a simple, practical, common 
sense, widely tried out, method of marshalling the 
financial and medical resources of a civilized com- 
munity in the fight against the vicious circle of cir- 
cumstances, under which disease breeds poverty and 
poverty breeds disease. Surely the medical pro- 


fession cannot afford to be registered in an attitude 
of opposition to this social reform.—I. M. Rusrnow, 
in The Public Health Journal. 
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THE CONQUEST OF GAS BACILLUS 
INFECTIONS. 

As anyone, even superficially, acquainted with 
the medical problems that have arisen in this war, 
knows, one of the most serious is that of infection 
by gas-producing bacilli. The long cultivated, fer- 
tile soil of northern France is rich with these bac- 
teria; and the war literature bears abundant testi- 
mony to the desperate efforts of both French and 
English surgeons to combat these terrible infec- 
tions. Thus far their efforts have been anything 
but satisfactory. Up to last year it was believed 
that all these infections were due to the gas bacillus 
described by Welch in 1891. Recently, however, a 
number of English and French observers have 
found that only about two-thirds of these infec- 
tions were due to the Bacillus Welchii, while the 
remainder are due to the bacillus of malignant ede- 
ma cf Pasteur and the bacillius oedematients. 
Sometimes two or more of these bacteria are pres- 
ent in the same wound. 

Thus far the only methods that have been avail- 
able to oppose these infections hae been mutilat- 
ing surgery and the widespread use of powerful 
antiseptics. Many surgeons, in their desperation, 
advocate early amputation, recalling to us, in pov- 
erty of resource, the old pre-antiseptic days, when 
the amputation was considered the method oi 
choice in compound fractures. 

t seems strange that although we have been ac- 


quainted with the cultural characteristics of the 
bacillus Welchii for over a quarter of a century, 
no attempt had been made to study its biological 
or immunological properties. It is another striking 
instance of the driving power of stern necessity 
that the solution of this hitherto neglected problem 
should bear promise and that we shall soon wit- 
ness the control of this dreaded infection. Up to 
the time of the work of Bull and Pritchett, in the 
early part of this ‘year, there were a number of 
theories as to the destructive power of the bacillus 
Welchii. Some observers believed that an acid 
product was formed, others held that there was a 
mechanical action due to the formation of a gas, 
while still others regarded the gangrenous condi- 
tion as due to the pathologic actions of other or- 
ganisms and that the Welch bacillus developed only 
after such conditions had been established. 


Bull and Pritchett showed, however, that the so- 
lution of this mystery was extremely simple. They 
found that the bacillus caused a specific bacterial 
toxin, like diphtheria and tetanus bacilli and the 
bacillus botulinus. In other words, a toxin was 
produced that was entirely separable from the 
bodies of the bacteria themselves, i. e., an exotoxin, 
as opposed to an endotoxin. Now it is an oft-dem- 
onstrated truth in bacteriology that when a bac- 
terium is found to produce an exotoxin, that an 
efficient antitoxin can be readily elaborated. This, 
Bull and Pritchett demonstrated to their entire 
satisfaction in regard to the bacillus of Welch. By 
immunizing animals with bacteria-free toxin, an 
immune serum was obtained which has the power 
to neutralize the toxin both in vivo and in vitro. 
By numerous animal experiments these authors 
have shown that a prophylactic intravenous dose of 
antitoxin uniformly confers complete immunity for 
a period of at least two weeks against many times 
the lethal dose of toxin. Furthermore, they have 
shown the antitoxin also confers an active immuni- 
ty; thus, if animals are injected with a virulent 
strain of the organism and the antitoxin is injected 
twenty-four hours later, the animal will recover. 
The authors have apparently not yet determined 
how long after the infection the serum will prove 
curative. Bull and Pritchett have also discovered 
that all the different strains of the bacillus Welchii 
produce the same toxin, so that we shall not be con- 
fronted with the problem that meets us with the 
pneumococcus, for example. 

Thus far few observations have been made in 
human beings, but these have already shown satis- 
factory results. 


We should not be surprised, therefore, that one 
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of the routine procedures for wounded soldiers at 
the front will be an injection of the Welch bacillus 
antitoxin, in addition to the injection of the teta- 
nus antitoxin. If this dread infection becomes 
stamped out, we shall again be able to speak of 
one of the glories of American medicine. E. M. 


EARLY BLOOD TRANSFUSION. 
The importance of blood transfusion has been 


recognized but too often has it been regarded as 
a last resort. There has been far more discussion 
of the methods than there has been consideration 
of the time at which blood fusion is therapeutically 
most efficient or surgically most helpful. Major 
Robertson, Annals of Surgery, January, 1918, prop- 
erly calls a:tention to the facts that blood trans- 
fusion frequently transforms the practically un- 
operable into safely operable patients, and that 
blood transfusion possesses a permanent resuscita- 
tive value of more significance than the mere coun- 
teracting of shock or the temporary relief of ane- 
mia. 

The opportunities for blood transfusion in the 
Casualty Clearance Station are numerous. There 
is little time or facility to test the blood of the 
donor, either for syphilis or for hemolytic proper- 
ties. The urgency of operation is sufficient war- 
rant for taking all the chances that may be involved, 
because the death of the wounded patient is almost 
certain if the transfusion be not performed. The 
danger of operating upon a shocked and exsan- 
guinated patient far outweighs the risk of harm- 
ful results due to hemolysis, acute dilatation of the 
heart from too rapid transfusion, or the transfused 
syphilis. 

Major Robertson sounds a warning that one 
should not wait too long before transfusing, if 
operative treatment is indicated. There should be 
no unnecessary delay in employing the ordinary 
restoratives, including saline transfusion. The 
greater the degree of exsanguination, the less help- 
ful is the transfusion, owing to the degenerative 
alterations in the tissues, quickly following after 
severe and continued hemorrhage. The relief of 
anemia decreases the liability of severe infection, 
wherefore blood transfusion as an early procedure 
possesses marked advantages. 

In the presence of gas gangrene, its value is more 
limited, nor is it to be regarded as particularly 
serviceable unless the infected area can be com- 
pletely controlled by surgical treatment or removed 
by amputation. 

A marked loss of blood increases traumatic 
shock and the control of hemorrhage with the res- 
toration of blood volume may determine the re- 
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covery of the patient. The blood pressure below a 
90 mm. Hg. suggests an unfavorable operative sub- le 
ject, while with a blood pressure below 70 mm. Hg. pe 
the patient’s condition points toward fatality. 

Col. Watson, commenting on the experiences of |. 
Major Robertson, points out that the exsanguinated ‘oi 
wounded man is a regular habituate of military i 
reception room. pet 

Under these circumstances transfusion must : 
pass from the category of last resort procedures iis 
into the field of first aid methods. Shock and ane- the 
mia from hemorrhage may be counteracted by be. 
blood transfusion, which thus, incidentally, serves a 
to decrease the likelihood of septic infection. ee 

A knowledge of the theory, technic, instruments po 
and methods of transfusion is of inestimable im- Suy 
portance, even though there be no opportunity for pre 
the refinements based upon the study of the blood) 44. 
of donors. In the presence of an emergency, — 
prompt action is the essential. The optimist surgeon | 
will take his chance and transfuse new life and | 
strength into the bloodless wounded; the less opti- 
mistic will lose valuable time thinking about the as 
characteristics of the blood of the full-blooded do- | 
nor, while the life of the exsanguined victim rapidly — T 
ebbs away. I. 8. W. 

natic 
MOBILIZING THE PROFESSION FOR WAR. the 

Until the entire medical profession of the worl 
United States, or at least that part which is men-/ Upon 
tally and physically fit and within the age limit, is) pon 
mobilized within the Medical Reserve Corps of the tive | 
United States Army, and not until then, the Sur-| cons 
geon General can not secure that efficiency which is} curec 
so badly needed. He must have a free hand in the) wom 
selection of medical officers from among the mo-| the n 
bilized profession. 

You may never be called, but by joining the} <efini 
Medical Reserve Corps and by placing your ser-/ Quar 
vices at the command of your country, you clearly! Tecon 
indicate the patriotism which the medical profession,| ™and 
as a whole, should evince and which must be mani-| SPectt 
fest if we are to win the war. : princi 

Every doctor must realize that success depends _ limbs 
upon a carefully selected and thoroughly ‘trained the m 
body of medical officers. By careful selection, we Red 
mean the placing of a medical officer in the position . condit 
for which he is best fitted. Only by having an) ‘ary t 
immense corps or the entire profession mobilized are ne 
upon a war basis, can we serve our country to the F Ten h 
best possible advantage. : while | 

This mobilization should come from within the | | of wo 
profession itself. Every physician coming within | omer 
the requirements of the service as to age and physi-f for me 
cal fitness, should seriously consider the suggestion.) where 
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and without waiting for a conscripted mobilization, 
should apply at once for a commission in the Medi- 
cal Reserve Corps of the United States Army. 

It is not only for the combatant forces that medi- 
cal officers are required, but for sanitation, hospital 
camps, cantonments and for other departments 
where the health and life of the forces are de- 
pendent upon the medical officer. 

We have within the profession a sufficient num- 
ber of doctors to meet fully the requirements of 
the Surgeon General’s Office whatever they may 
be, but, to be of service, you must join the Med- 
ical Reserve Corps. Answer the appeal now 
being made for a large and efficient Medical Re- 
serve Corps. Back up the Surgeon General. 
Support the Government. Put your patriotic 
preachments into practice. Hearken to your 
nation’s call. Doctors—more Doctors!—MacD. 


Surgical Sociology 


Ira S. Wile, M.D., Department Editor. 


HospPITAL Hours. 

The demand for increased speed and accomplish- 
ment in industry in order to meet the needs of a 
nation at war, has tended to break down many of 
the laws and ordinances protective of industrial 
workers. Inasmuch as modern warfare depends 
upon the faithful rear-guard at home as well as 
upon advanced guards in the trenches, it is impera- 
tive that the safeguards of labor should be carefully 
conserved. Increased production should be se- 
cured without an undue sacrifice of men and 
women, whose contributions to the production of 
the nation are essential for its success and safety. 

Thus far the War Department has not issued 
definite orders, but the Chief of Ordnance and the 
Quartermaster-General have given suggestions and 
recommendations to be followed by arsenal com- 
manders and manufacturers supplying their re- 
spective departments. They appreciate that the 


limbs of the workers are thoroughly conpatible with 


Reasonable hours of work, adequate working 
conditions and a proper scale of wages are neces- 


are necessary for preserving the optimum health. 
Ten hours labor should be the maximum for men, 


_ while an effort should be made to restrict the hours 


rin the) 
within). “Omen on night shifts should be prevented, while 
| physi-f for men eight-hour shifts should be the maximum 
Where continuous twenty-four-hour work is nec- 

essary, 


of working women to eight. The employment of 


One day’s rest in seven should be a universal 
and invariable rule, while the half-holiday on Sat- 
urday is to be regarded as advantageous through- 
out the year, particularly if the work-day be ten 
hours long on the other days of the week. National 
and local holidays should be observed as a means 
of giving opportunity for rest, recreation and relax- 
ation, which ultimately tend to increase productiv- 
ity. Overtime is to be regarded, in a sense, as an 
industrial abuse which is to be minimized because 
of its inherent danger to workmen. 

The application of these principles is a tacit rec- 
ognition of the fact that the health of the work- 
men should be the primary consideration in the in- 
dustrial world and that the Government regards 
health efficiency as conducive to industrial su- 
premacy. 

In marked contrast with these suggested regula- 
tions in industry are the hours deemed essential 
in hospital organization. The shortage of nurses, 
orderlies, and internes is recognized, but if laws 
compelled hospitals to observe time schedules such 
as are now demanded in industrial plants, a way 
would be found to meet such mandates. In some 
of the western States the eight-hour law was held 
to apply to nurses, and readjustments were made 
so that the law could be observed. 

The great burdens and strains which are to be 
thrown upon hospital organizations as a result of 
military exigencies and the speeding up process in 
industrial spheres makes it important to consider 
the problem of time distribution among hospital 
workers. The value of trained, efficient hospital 
corps is greater than it has been for many years, 
and the reason, therefore, for protecting and safe- 
guarding their health and welfare is most urgent. 
Hospital reorganization merits careful considera- 
tion with a view to preserving the health, comfort 
and happiness of those who are charged with re- 
sponsibility of caring for the sick and the injured. 
Long hours of labor are as harmful. in a hospital 
as they are in a factory. 


AUTOMOBILE ACCIDENTS. 


Vital statisticians are observing that while the 
communicable diseases have responded more and 
more each year to the measures instituted by health 
authorities for their control, injuries and fatalities 
resulting from the growing use of automobiles are 
steadily climbing. Where formerly diseases like 
typhoid fever, scarlet fever and others played an 
important role in mortality tabulations, fatalities due 
to the automobile are today as numerous as some of 
the serious infections—L. FRANKEL, in Medical 
Insurance and Health Conservation. 
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As a consequence, we find certain diseases classified under dj 
B k R for instance, we find 
under the head of diseases due to injury of the blood- > 
00 eviews forming organs, and hypertrophic pulmonary osteoartbro- 0 
pathy, under the heading of organs of internal secretion. or 
Both these classifications are highly questionable. Dr. roe 
Practical Bacteriology, Blood Work, and Primal Para- MacCallum, indeed, admits that his system of exposition ne 
sitology, Including Bacteriolog rica! Keys, Zoological has deficiencies, because he is forced to discuss blasto- tues 
Tables, and Explanatory Clinical Notes. E. Rk. mata under an entirely separate subdivision. ya 
Srirt, AR. Ph.G., M.D., Medical Director U. S. Apparently, Dr. MacCallum’s main object in writing his of 
Navy; Graduate, London School of Tropical Medi- book was that it should be pedagogic, for as a work of The 
cine; Head of Dept. of Tropical Medicine, U. S, reference it has too many omissions. Nevertheless, it has poe 
Naval Medical School; Professor of Tropical Medi- other distinctive qualities which ought to make it ex- elec 
cine, Georgetown University; Professor of Tropical tremely valuable, aside from the teleological aspect in | Ti 
Medicine, George Washington University; Lecturer on Which diseased phenomena are discussed. In_ the first Band 
Tropical Medicine, Jefferson Medical College; Mem- Place, Dr. MacCallum always kceps in mind that path- 
ber, National Board of Medical Examiners; Mem- logy is after all only an interpretation of clinical medi- Infa 
ber, Advisory Board, Hygienic Laboratory; For- cine. — Instead, therefore, of the academic and detailed 
merly Associate Professor of Medical Zoology, Uni- descriptions of lesions, as found. in most text books, , 
versity of the Philippines. Jourth Edition, ‘Revised, he always attempts to explain clinical phenomena in terms : 
Enlarged with 4 plates and 115 other illustrations, of the pathological lesions. In a large sense, the book is ) 
containing 505 figures. P. BLaKkeston’s Son & therefore a pathological physiology as well as a book on | 
Co. $2.00. pathological anatomy, a good 
clinical medicine. In the second place, the book is of much 
value because the confines of our knowledge are so ju- 
ged, tabulated, < sp 
work has gone through four editions and’ deserves its diciously set forth, Dr. MacCallum is rarely categorical ; writi 
popularity. 7 he feels his way into the subject most carefully, so that bead: 
Part I. considers bacteriology. The technic of this sub- when the reader is through with a given chapter — porte 
ject is described clearly and briefly. Bacterial forms are derives a sense of values and acquires that healthy scep- | Th 
grouped and classified according to a simple yet useful he with 
key system. Though bacteriology has become an enor- the study of medicine. There ei the large attributes | Begit 
mous field of research and recorded facts, this small sec- that make this book to us very, welcome. We shall say | Kelle 
nothing of the clear, lucid and intimate style, the excep- 
tion somehow succeeds in including the important and T A 1 ill My Feinhers _ In in 
essential facts. The work has been kept up to date, so tiona pe eerie illustrations of Mr. Feinberg, nor | To ti 
as to medium for tubercle bacilli isola- the well-chosen references. from 
The study of the blood constitutes Part II. of the book. er io . ae x P. Putman’s Sons, New York @ “7, 
Beginning with so simple a matter as country red blood and London, - | the i 
has a The food shortage has involved many alterations in the tial d 
the meth- dietaries of persons anxious to conform to the requests of br 
pathological blood pictures of the Government and to the conditions imposed upon) 1 th 
plainly illustrated and differentiated by text and figures. them by their pocketbooks. The importance of a knowl- | Par 
Under Animal Parasitology (Part III), the author edge of the composition and caloric values of foods has/) norm 
infest the recognized by dietitians occasionally by nurses and 
y as had a ripe and long experience physicians.  folloy 
in tropical diseases. He writes on the entire subject of : In the desire to prepare a practical book, particularly for | weigh 
parasitology from an evidently wide knowledge, and al- the use of nurses, the author has confined herself largely| Ccatior 
though this section contains but 137 small pages, it con- to the compilation of a series of tables with a description | In. 
tains a truly large amount of accurate and valuable in- of a simple method of establishing the dietetic sufficiency ton t 
Th of menus. It is whether its place will be 4 
é clinical pathology. e newer than that of a book of reference in connection. with? Pylori 
didactic lectures and practical work related to the study | 
ebrospinal fluid, etc., ne 
etc. Last, there is an appendix with many well-arranged oe se ie 2 are noted, such as the pres- | the cl 
tabulations, technics for disinfection, for staining path- entation of an introduction before the preface, a heading) lem. 
— sections, etc., etc. Diabetic Cookery where none is discussed, and the lack © with 
is little book is a very welcome help for the prac- of a table of contents which can not be atoned for by| Talks 
titioner and for the laboratory worker. the index. 4 M 
As a book of tables, it has a distinct place in the library 7 we 
A yf of the dietitian. With slight expansion and more descrip- O 
University, New _tive text it might be of greater service to the intelligent M 
1,085 ith hiefl r ctavoO, housewife who is seeking a simple book that will 
pages, with 9/0 illustrations, chiefly from draw- able her to compute the rations she must provide andy 
ings, by ALFRED Philadelphia and London, repare. 
W. B. Saunvers Company, 1917. $7.50 
The plan of Dr. MacCallum’s book is quite novel. In- Principles and Practice of Physical Diagnosis. Jou%! not in 
stead of the conventional division into a general and C. Da Costa, Jr. M.D., Associate Professor off dealt , 
special part, with a_discussion of lesions under an ana- Medicine. Jefferson Medical College; Assistant Visit-() are in 
tomic classfication, Dr. MacCallum, viewing all pathology ing Physician, Jefferson Hospital; Hematologist, Get-7 practit 
as the response of the body against injury, expounds the man Hospital; Consulting Physician, Northwestert?®) ready 
subject from the point of view of the immediate or re- General Hospital: Fellow of the College of Phy sicians little } 
mote effect of each type of injury upon the various or- of Philadelphia; Fellow of the American Academy of deals 
gans. Such an exposition is in one sense highly com- Medicine, etc. Third Edition; thoroughly one > plexing 
mendable, because it affords the student the only cor- 589 pages; 243 original illustrations. W. B. SauN im te 
rect perspective of a pathological process. On the other DERS CoMPANY. $3.50. that y, 
hand, it permits of too many lacunz in the exposition; | literaty 
first, because the nature of the injury of many patho- Da Costa states that the aim of this book is to presett™ on the 
logical conditions is unknown, and secondly, because’ concisely the principles of physical diagnosis and t0™ and ¢ 
there are certain lesions which cannot be ascribed as apply them to the study of thoracic and abdominal dis ments ; 
the result of am injury, in the strict sense of the term. eases. The book has seven sections. The first sectio™ ard te; 
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discusses methods and the technic of physical examina- 
tion. Here are included paracentesis, fluoroscopy and the 
X-Ray, the tuberculin reaction, pulse tracing procedures, 
electrocardiography, etc. Section two deals with the ex- 
amination of the thorax, and section three with the entire 
bronchopulmonary system. In section four, the various 
respiratory and mediastinal diseases are considered and 
their diagnostic points of interest emphasized. Section 
five and six take up, respectively, the physical diagnosis 
of the normal and the diseased cardiovascular system. 
The closing section, seven, presents the physical signs 
and means of examination of the abdomen and abdominal 
viscera. 

The book is well written, the illustrations are numerous 
and of direct interest to the subject discussed. 


Infant Feeding. Ciirrorp G. GruLre, A.M., M.D., As- 
sistant Professor of Pediatrics at Rush Medical Col- 
lege; Attending Pediatrician to Presbyterian Hospital, 
and to the Home for Destitute Crippled Children, 
Chicago. Illustrated, 326 pages. Third Edition; 
revised. W. B. SAaunpers CoMPANY. 

Based upon a course of lectures to students there is 
displayed, a well planned purpose in the conception and 
writing of this book. Grulee wishes to show that infant 
feeding is not an empirical subject but that it is sup- 
ported by scientific principles and processes. 

The volume is divided into four parts. Part one deals 
with the fundamental principles of the infant’s nutrition. 
Beginning with the epoch-making work of Czerny and 
Keller, it was established that gastrointestinal disturbances 
in infants could be studied upon a truly scientific basis. 
To this end much was observed in the child as different 
from the adult in the domains of metabolism, absorption, 
physiology, anatomy, and bacteriology. These differences 
are closely presented in the first portion of the book. 

In part two the author considers the nourishment of 
the infant on the breast. Here are discussed the essen- 
tial differences between breast and cow’s milk, the technic 
of breast feeding and the disturbances which may arise 
in the breast-fed baby. 

Part three is concerned with artificial feeding—for the 
normal child and for the child whose nutrition is un- 
balanced. The classification of nutrition disturbances 
follows the Finkelstein classification quite closely, i. ¢., 
weight disturbance, dyspepsia, decomposition, and intoxi- 
cation. 

In part four the author applies his knowledge of nutri- 
tion to many conditions which occur in an infant. Thus, 
in the premature baby, in the diatheses, in rickets, scurvy, 
pyloric stenosis, etc., the chief interest lies in the nutri- 
tional problems brought up. 

There is a consistent effort to consider the nutrition of 
the child, in health and in ill-health as a distinct prob- 
lem. Grulee shows that this problem must be attacked 
with scientific knowledge and in a scientific way. 


Talks on Obstetrics. By Rar TuHornton La _ VAKE, 
M.D. Instructor in Obstetrics and Gynecology, Uni- 
versity of Minnesota, Obstetrician-in-Charge of the 
Out-Patient Obstetric Department of the University of 
Minnesota; Associate Attending Obstetrician and 
Gynecologist to the Minneapolis City Hospital, etc., 
etc. St. Louis: C. V. Mossy Company, 1917. Octavo, 
151 pp. of text. 

These talks are by no means comprehensive; they do 
not include a great many of the phases of obstetrics 
dealt with in text books. As the author sets forth, they 
are intended to supplement for the undergraduates and 
Practitioners’ use the numerous text books that are al- 
ready available. The author need not apologize for this 
little book. It is written in such entertaining style, it 
deals with the border lines of obstetrics, often so per- 
plexing to the practitioner, in such a way as to stimulate 
im to clearer thinking and handling of the problems, 


| that we heartily welcome this contribution to obstetric 
literature. 


Besides, the author’s original, personal views 
on the more mooted chapters, as toxaemias of pregnancy 
and sepsis are in line with the most recent develop- 
ments in obstetrics and reflect the experience of our Stand- 


ard teachers 


Diseases of Women. Harry SturGEoN Crossen, M. D., 
F. A. C. S., Associate in Gynecology, Washington 
University Medical School, and Associate Gynecologist 
to the Barnes Hospital; Gynecologist to St. Luke’s 
Hospital, Missouri Baptist Sanitarium and St. Louis 
Mullanphy Hospital; Fellow of the American Gyneco- 
logical Society, etc., etc. Fourth Edition, revised and 
enlarged, with eight hundred engravings. St. Louis, 
C. V. Mossy Company, 1917. 


The fourth edition of Crossen’s book has been further 
enlarged by chapters on the ductless glands in relation to 
gynecology and by numerous drawings and photomicro- 
graphs illustrating gynecologic pathology. The chapter 
on the endocrine system was contributed by Dr. Hugo 
Ehrenfest to whom fell the task of revision of the book 
owing to the author’s call to war duty. The additional 
subject matter and illustrations are quite in keeping with 
the excellent standards established by the previous edi- 
tions of this very modern, fairly encyclopedic work on 
the Diagnosis and Treatment of Diseases of Women. 


Elements of Hygiene and Public Health (A Textbook 
for Students and Practitioners of Medicine). 
By CuHarLes Porter, M.D., B.Sc., M.R.C.P. (Edin.), 
of the Middle Temple, Barrister-at-Law, Medical 
Officer of Health, Metropolitan Borough of St. Mary- 
lebone. Octavo, pages 378-48. Oxrorp UNIVERSITY 
Press, 1917, London. Price, $4.15. 


The importance of public health is accentuated by the 
attention given to hygiene in military affairs. Medical 
institutions in the past have failed to give adequate atten- 
tion to preventive medicine. As a natural result, concise 
and clearly written text books upon the subject are by 
no means numerous. In an effort to provide a text book 
helpful to students, but possessing reference value for a 
medical practitioner, the author has compiled a volume 
which suffices to yield the main elements of information 
which may be of service to professional men. 

The author makes no claims for originality, though its 
plan of organization differs from that adopted by other 
authors discussing the same subject. From the stand- 
point of American medical students, the book possesses 
a doubtful sphere of usefulness because most of the ref- 
erences to specific legislation and documents are of Eng- 
lish origin, and many of them possess no analogs in this 
country. 

The distribution of space to the various topics is well 
considered, and as a result there is a fairly even dis- 
cussion of public health themes in proportion to their 
social importance. A number of statements occur which 
are at variance with American theory and practice, but 
these are hardly to be regarded as impairing the general 
usefulness of the volume, inasmuch as it was wtitten 
from the English point of view, and in general for 
English students. 


A Manual of the Diseases of Infants and Children. 
Joun Ruuwrdu, M.D., Professor of Diseases of Chil- 
dren in the College of Physicians and Surgeons, Bal- 


timore. Illustrated, 552 pages. Fourth Edition; 
Thoroughly Revised. W. B. SAuNpbers Company. 
$2.50. 


This book is a small, compact manual, intended, pri- 
marily, for the busy medical student. The diseases are 
discussed according to the anatomi¢al system involved, 
viz.: affections of the mouth and pharynx, of the stom- 
ach, intestines, etc.; of the respiratory tract; of the car- 
diovascular system, etc. The section on infant feeding is 
especially well written. It contains brief and valuable 
directions on the four methods of feeding infants: (1) 
Breast feeding, (2) Wet-nursing, (3) Mixed feeding, 
(4) Artificial feeding. Not too much time or emphasis 
is placed upon the percentage method of feeding. The 
acute exanthemata are described within another con- 
densed portior. of this book; the essentials only are pre- 
sented. 

The volume has also a chapter on the Medical Inspection 
of School Children, and a useful presentation of the Binet 
tests for the measuring of the development of the in- 
telligence of children. 
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flaps from the nerve to bridge a —_ gap ogg : at | 
: 7. Tendon transplantation is of great value in cases | pro 
P I ogress In Surgery where nerve suture is impossible or where suture has given “tion 
Ré P Rece : re. a result not entirely satisfactory. - sutu 
of III. Gunshot Wounds of the Lungs and Pleura. _ shor 
The approximate mortality from gun-shot. wounds of 
Surgical Experiences in the Present War: I. Gunshot the chest at all parts of the line of communication is 20 Pos 
Wounds and their Treatment. II. Injuries to the  per_cent. 
Peripheral Nerves and their Treatment. III. Gunshot The causes of death are hemorrhage, as a rule, within 
Wounds of the Lungs and Pleura. Six BerKerey 28 hours; and sepsis after the third or fourth day. A 
MoyniuAN, Leeds, England. Surgery, Gynecology and The local conditions in wounds of the chest wall and Pry 
Obstetrics, December, 1917. lung are in all respects similar to those wounds 
elsewhere. The missiles are the same, their destructive | 
effects upon the tissues are the same, and the infecting the | 
Periect mechanical cleansing—that is, the excision of all organisms are the same. stud! 
contaminated, infected, or dead parts—the removal of all The lung tissue is more resistant to attack than many _ If a 
fragments of clothing (by far the most important of all othe; tissues. The opening of the pleural cavity and the | 45 5 
causes of continuing infection in a wound) and of all resulting exposure of a large serous sac to infection and | pulm 
projectiles, is the supreme necessity in all cases. In early all its consequences add, however, a danger of the most weak 
cases this may allow of immediate closure of the wound, threatening character. The chief essential in the treatment heart 
in of ai! cases of penetrating wounds of the chest is 
ases, Say i Cv per Cent. OF perhaps even 7v per cent. In clan perforating wounds of the chest, rest together : tate 
— af which — anid _ of tissue. d with the cleansing and dressing of the wound of entrance | pce 
n infected early cases the mechanical exposure and or exit, will lead to the recovery of the great majority of i 
cleansing may be tollowed by a treatment directed to the dispo 


removal of the remaining infection. Physiological and 
antiseptic methods have each their advocates. The aim of 
both is to permit of the earliest prudent secondary closure 
of the wound. In infected late cases, a thorough mechan- 
ical exposure and cleansing of the wound and the parts 
aroutid will allow of secondary closure forthwith if certain 
antiseptic pastes are used. Experience shows that similar 
results have followed upon this mechanical treatment of 
the wound without the introduction of antiseptics. A 
further trial in this class of cases may show that the 
natural defenses of the tissues are ample to deal with 
the infections then remaining, 

It is the natural defensive powers of the body fluids and 
tissues, of serum and leucocytes, that are the chief agents 
in finally subduing the bacterial infection in a wound. 
Sufficient reliance does not appear to be placed upon the 
stupendous power the body tissues possess for controlling 
infection. 

Finally full emphasis must be laid on the paramount 
necessity for the complete immobility of wounded parts 
at ali times and on all occasions. So will one of the most 
powerful agencies making for re-infection and auto-inocula- 
tion be kept in check. 


II. Injuries to the Peripheral Nerves and their Treatment. 


1. The earliest examination should be made of all wounds 
in which division of a nerve trunk is probable. If at the 
casualty clearing station such a lesion is found, end-to-end 
suture should be adopted forthwith. This is more likely 
to be possible in cases where primary suture of the wound, 
after excision, is found practicable. 

2. 1f secondary suture of the wounds, after the Carrel- 
Dakin method has been practiced, is to be undertaken the 
union of divided nerves should be secured at the same time. 

3. If these methods have been attemptd and hay failed, 
they do not prejudice the later union of the nerve. On 
the contrary they probably insure that an easier and more 
satisfactory operation can then be practiced. 

4. Throughout the whole period before late nerve suture 
is attempted, the strictest attention must be paid to the 
relaxation and nutrition of all paralyzed muscles, to the 
maintenance of suppleness in all joints moved by these 
— and to the preservation of the integrity of the 
skin. 

5. Operations upon nerve trunks demand the most scrupu- 
lous observance of the ritual of asepsis. There must be 
the great gentleness of manipulation, the nerve must not be 
injured by instruments or by the surgeon’s finger; it must 
not be separated from its sheath or disturbed overmuch 
from its bed; it must not be chilled or allowed to dry. 
All sutures must be of fine catgut and introduced with 
most punctilious accuracy. Axial rotation of the nerve 
must be avoided. The cut ends of the nerve before ap- 
proximation must show clearly the fibers of which the 
trunk consists. 

6. Nerve grafting is of little or no value; nerve anas- 
tomosis is to be sharply condemned; the turning down of 


cases. 
In cases of “open throax,” the earliest and most complete O; 


effort possible must be made to secure closure of the wound © the e 
after an appropriate toilet. _ tion ; 
In those rare cases of grave hemorrhage, when | been 
hemoptysis is present or when the blood escapes by the | (vase 
wound, a direct access to the source of the bleeding must | 1g Iv 
be obtained, when all contingent circumstances permit, and ing | 
the wound in the lung must be treated by suture, prefer- | As 
ably; or by plugging of the cavity from which the blood |" folloy 
escapes. 1. 

In cases of hemothorax when the blood effused is small | gepgj, 
in quantity and remains sterile, no active measures are | tion , 
necessary, unless absorption is long delayed. Aspiration, | patho! 
repeated if necessary, may there be performed. © anestl: 

In cases of hemothorax, when the blood effused is large — the 4d; 
in amount and remains sterile, aspiration after the seventh | moyth 
or eighth day, or earlier in cases of urgent dyspnoa, cer- | operat 
tainly hastens convalescence, permits a more rapid expan- © 4A 
sion of the lung, and prevents the formation of firm adhe- © the < 
may permanently cripple the free movements 
of the lung. 

In of hemothorax, whether the amount of blood | 


is small or large, when infection takes place, open opera- © 
tion is necessary, early operation both when the Carrel- | 
Dakin technique or Morison method are adopted saves | 
many weeks of convalescence and permits of a more perfect | 
functional recovery. 

Small foreign bodies, or rifle bullets, imbedded in the | 
lung, often cause no symptoms; they become encapsulated — 
and may safely be left. 7 

Larger foreign bodies retrained in the lung may cause | 
distressing or disabling symptoms for long periods. In | 
such cases removal after resection or elevation of the 
fourth rib through an anterior incision will allow of the 
safe removal of the projectile from any part of the lung. ~ 
Pieces of metal so removed are almost always infected. 


The Treatment of War Wounds. Martor Freperick ; 
Surgery, Gynecology and Obstetrics, January, 
Free excision of the injured tissues, including skin, fat, th 
muscle and bone, when these are obviously devitalized, © 
will in a great many cases permit of early suture with) 
healing by first intention. Next to early excision wid 
drainage is of greatest importance. In establishing thi 
little respect must be paid to anatomical surface mark- 
ings. Skin, subcutaneous tissue and deep fascia must be 
incised longitudinally or horizontally, in a manner which? 
will prevent pocketing. Muscles must be separated and # whi 
cut completely across if necessary to secure a wide-opet cachexia 
wound. Gauze packings are to be avoided and the samef Virulenc: 
applies to irrigating solutions. Hot packs and hot baths ?cus whic 
to promote better nutrition of the parts through active) f 
congestion. This is done during the first twenty-four 7 
hours. After this the wound is exposed to the open aif 
with no dressing whatever in contact with its surface io’ 
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at least twenty hours out of the twenty-four. Screens 


caseS | = protect the wounds against flies. The Carrel Dakin solu- 
given | tion is used when it is desirable to close by secondary 

_ suture large infected wounds. Convalescence is materially 
mer _ shortened by this method. 

s 
is 20 Post-operative Pulmonary Complications. Exuiorr C. 
CuTLer and JoHN J. Morton. Surgery, Gynecology 
ithin and Obstetrics, December, 1917. 
aiid Amongst the predisposing factors that operate to en- 
unds | courage pulmonary complications following operations, the 
tive Tl anesthesia has always held first rank. This has not been 
cting the case in the investigations of Cutler and Morton who 
studied the material of the Massachusetts General Hospital. 
mie If administered by a competent anesthetist, the anesthesia 
d the | 4s such can be disregarded as a cause of post-operative 
ona pulmonary complications. Rather such general systemic 
maak weaknesses as anemia, alcoholism, arteriosclerosis, weak 
ment heart or susceptible lungs; oral infection, preexisting lung 
a pathology, the presence of septic foci previous to the 
ether operation are prone to give rise to pulmonary complica- 
rance tions. A_ bad anesthetic administration, which must be 
ity of forced, with the aspiration of mucus, vomitus, etc., pre- 
disposes to lung complications. 
nplete Operations unnecessarily prolonged, especially those in 
yvound _ the epigastrium, which open up direct channels of :nfec- 
tion in the neighborhood of the iungs, or when there has 
when | been too much exposure to cooling fluids or to draughts 
y the (vasomotor disturbance), and post-operative pain result- 
must _ ing in hypostasis from poor expansion are other predispos- 
t, and ing factors. 
refer- | As prophylactic measures, the authors recommend the 
blood | following: 

E 1. Careful preparation of the mouth, eradiction of oral 
small | sepsis from teeth and tonsils. 2. Preliminary observa- 
-S are tion of patient for at least two days to exclude lung 
ration, | pathology and septic fici. 3. Careful administration of 

* anesthesia, preferably in the hands of an expert; ether by 
large | the drop method. Avoidance of mechanical appliances in 
eventh | mouth and nose unless indicated. Surgeon to be ready to 
a, Cer- E operate when patient is prepared. 
ihe: _ 4. Avoidance of unnecessary exposure to cold or wet on 
Rs © | the operating table. Precautions to keep the patient warm 
-ments _ with blankets, etc., after the operation and in transferring 
blood ' him to his bed. The temperature of the operating room 
cunree _ to he kept above 75° F. 

5. Avoidance of trauma, especially in the epigastrium 
saves | and in the neighborhood of large vessels. 

ver fect 6. Asepsis. In final conclusion the authors recommend 

the use of silk sutures for the fascia in closing wounds of 

in the | the epigastrium so as to avoid the use of firm supporting 

sulated | bandages which would splint the lower portion of the 

‘lung. Also early getting out of bed and free movement in 
cause | bed as early as is compatible with the existing conditions in 
s. each case. 
of the 
of the’ A Study of Postoperative Pneumonitis. By Aen A. 
elung.| Wurppre, Surgery, Gynecology and Obstetrics, Janu- 
cted. ary, 1918. 

_, Whipple has studied 97 cases of pneumonitis occurring 
1cK AF in 1915 and 1916 on the surgical service of the Preshy- 
anuary, | terian Hospital out of 3,719 patients operated upon. His 

conclusion is that it is a far more frequent complication 
‘in, fat,) than is acknowledged or reported. As a rule these pneu- 
italized monias are overlooked or mistaken as “postoperative re- 
re wit ction.” The X-ray is a valuable aid in the early diagnosis 


of postoperative pneumonitis giving evidence of con- 
dlidation long before physical signs appear. The most 
mportant predisposing factors are: recent or concurrent 
nflammation of some part of the upper respiratory tract; 
ulmonary congestion; postoperative abdominal pain 
vhich inhibits the respiratory excursion; sepsis and 
achexia; winter and early spring with increased general 
"Virulence of the pneumococcus; the Group IV pneumococ- 
ths cus which is a habitual resident of the throat and is most 

e/ frequently found in sputum incites an atypical, less viru- 
ity-four § ‘ent type of pneumonitis while Groups I, II and III pneu- 
ypen aifs Monococcus and streptococcus, etc., cause a more severe 
face io' @ type of pneumonia with a high mortality. 


Prevention of exposure of any kind before, during and 
after the operation is the best prophylaxis. Digitalis pre- 
operative is not of as much service as counter irritation 
applied to the chest as by mustard paste, camphorated oil 
and turpentine. 

In the treatment of pneumonitis the mild type requires 
practically no treatment, resolving by lysis; at most steam 
inhalations and codein. While for the severer types 
where there is cyanosis, dyspnoea and toxemia fresh air is 
the more preferable, supportive treatment and the early 
use of colon irrigations to prevent distention. This also 
supplies water through the intestine without embarrassing 
the heart action. 


The Operative Indications in Hour-Glass Stomach. 
With a Report of Seventeen Cases. Wutttam A. 
Downes. Surgery, Gynecology and Obstetrics, Janu- 
ary, 1918. 


Downes basis his observations upon the operative results 
of seventeen personal cases of hour-glass constriction of 
the stomach following benign ulcer. Of these cases, six- 
teen were in females and one in a male. There were 
four operative procedures employed, all of which were 
equally satisfactory. These were gastro-enterostomy, 
gastro-plasty, gastro-gastrostomy, and medio-gastric re- 
section, or resection in continuity. Pylorectomy was 
added to either of these if the constriction is near the 
pylorus. The symptoms that compel the patients to sub- 
mit to the operation are inability to retain food in the 
stomach, progressive weakness and emaciation. Pain, 
according to Downes, is a symptom the patients learned 
to tolerate for a long time. Of the operative methods 
employed, gastro-enterostomy is the most generally em- 
ployed, while medio-gastric resection is the ideal method. 
For the latter, however, the pouches must be fairly large 
and there must be few adhesions. 


Stenosis of Gastro-Enterostomy Stoma, Simulating Re- 
currence of Carcinoma of the Stomach. RicHArp 
LewiIsoHN, Surgery, Gynecology and Obstetrics, No- 
vember, 1917. 


Lewisohn reports two tases in which there were the 
classical symptoms of recurrence of cancer of the stom- 
ach, and yet these symptoms were simulated by mechan- 
ical causes not due to recurrence or metastasis of the 
original tumor. In each of these cases several months 
after operation with the return of gastric symptoms an 
4-ray examination revealed stenosis of the previous 
gastro-enterostomy stoma which was then easily relieved 
by a secondary operation. 


Duodenal Diverticula, with Report of a Case Associ- 
ated with a Duodenal Ulcer. Harry P. RitcHie 
and GoLper L. McWuorter. Surgery, Gynecology and 
Obstetrics. November, 1917. 


A diverticulum, 5 centimetres long and 3.5 centimetres 
wide, arising from the lower side of the duodenum just 
below the pylorus, was demonstrated at operation by 
Ritchie. The patient, now 32 years of age, had suffered 
with epigastric distress since she was eight years old. 
Colicky pains of increasing severity for the past two 
years and with intervals of freedom for not longer than 
two or three days were the indications for a laparotomy. 
A chronic ulcer was found associated with the diver- 
ticulum and situated on the anterior surface of the duo- 
denum near the superior margin. Plication of the wall 
of the diverticulum invaginated it and a typical short 
loop posterior gastro-enterostomy was done. Symptom- 
atically the patient has been free from pain and distress 
for three months subsequent to the operation. 


Some Causes of Occasional Failure in the Operative 
Treatment of Chronic Gastric and Duodenal! Ulcers. 
Greorce Woorsey. Surgery, Gynecology and Obstetrics, 
November, 1915. 


The principal causes of the occasional failure of oper- 
ative treatment to cure permanently gastric or duodenal 
ulcer are, in the experience of Woolsey, improper technic 
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and improper selection of cases, and improper after-care 
and diet. The failure to remove other causes of gastric 
symptoms is another cause of postoperative failure, while 
the continued presence of the sources of infection forms 
a third. These causes are remediable so that the future 
results of the operative treatment of chronic gastric and 
duodenal ulcers should be nearer perfect than they have 
been in the past. 


The Fate of the Cystic Duct After Cholecystostomy, 
an Experimental Study. An Experiment Study. 
DanieL N. ErsenpratH and H. C. DuNntavy. Sur- 
gery, Gynecology and Obstetrics, January, 1918. 


The authors report a case in which two years after 
cholecystostomy, they found upon secondary operation that 
the cystic duct was dilated to the size of an almond and 
also contained a small stone which was evidently respon- 
sible for persistent attacks of colic. Upon this clinical 
observation they based their experiments to show that the 
cystic duct can be and actually is dilated after removal of 
the gall bladder unless the latter is severed close to the 
common duct. The experiments confirm those of Clair- 
mont and Haberer and of Oddi who preceded them in 
demonstrating that the dilated residual cystic duct can 
perform the functions of a small gall bladder. 


Recurrences After “Five Year Period” in Carcinoma of 
the Cervix. X. O. Werper. American Journal of 
Obstetrics, November, 1917. 


Late metastasis following operation for carcinoma of 
the cervix is by no means rare. In Werder’s experience 
of 87 cases of cancer of the cervix there were 8 recur- 
rences from five to nine years following the operation. 
As compared to Wertheim’s results, Werder’s had a more 
favorable primary mortality, 7. e., 5.7 per cent., as against 
16.6 per cent., with total cures of 45.76 per cent., as 
against 42.5 per cent. in Wertheim’s series. But while 
Wertheim saw late recurrences in only 7 per cent., Werder 
had 29 per cent. of recurrences after the five year period. 

The operation as conducted by Werder consists briefly 
in a rather high cervix amputation with the cautery knife 
at a dull red heat, which leaves a perfectly dry, charred 
wound surface in the vagina. Then with the abdomen 
opened, the infundibulo-pelvic and round ligaments are 
tied off. Following this the lower uterine attachments, 
including broad and sacro-uterine ligaments, are then 
grasped and thoroughly cooked between the blades of 
an electro-thermic clamp devised by Downes. No liga- 
tures are needed after the removal of these clamps, as 
hemostasis is complete, and the tissues thus treated remain 
absolutely dry. 

Werder explains the greater number of late recurrences 
in his hands on the ground that the cases operated by 
him as well as by other American surgeons are of a more 
advanced stage than those of Wertheim’s, and the remote 
lymph nodes are more apt to be affected and though 
latent for five years may light up at a later date. Cases 
in which recurrence is seen nine years or more after 
the primary operation are probably independent growths 
and not based on the original focus. 


Physical Conditions in Women Warranting Steriliza- 
tion. Extis W. Hepces. American Journal of Ob- 
stetrics, November, 1917. 


If a mother has had eclampsia in two successive con- 
finements she should have her tubes resected so that fur- 
ther conception cannot occur. Diabetes is another in- 
dication, providing it is a true diabetes and not the 
transient glycosuria frequently observed during pregnancy. 
Chronic nephritis is sufficiently serious for the pregnant 
patient and warrants tube sterilization. 

A well-established pulmonary tuberculosis is a contra- 
indication to pregnancy. Where children are strongly de- 
sired and there is a possibility of an arrest of’the disease 
a temporary sterilization may be done by concealing the 
ends of the tubes in the broad ligament, so that at the 
desired time, patency may be reestablished. Abortion and 
concomitant sterilization are recommended for early preg- 
nancy in the tuberculous patient. 


Myocardial disease and valvular defects associated with e 
decompensation seriously jeopardize the life of the preg- © 


nant woman. 
tions. Pyosalpinx, insanity and epilepsy are relative indi 
cations for sterilization. 


termine the advisability of this procedure in each of these | 


instances. 


Fundal Hysterectomy to Reduce the Menstruating Sur- | 
face. Gorpon K. Dickinson. American Journal 
Obstetrics, November, 1917. 


Dickinson has found that by removing a wedge- shaped | 
piece of the uterus, thus reducing the endometrium by | 
one-half, the menstrual surface is correspondingly reduced | 
and the patient retains her menstrual function. Bleeding | 
is very much less but genital function is unimpaired as the | 
ovarian circulation is not disturbed. It is preferable to | 
the vaginal supravaginal hysterectomy done for the same | 
indications. The technic is simple and the vaginal route 
is employed. 


Acute Dilatation of the Uterus. N. Stone Scorr, Amer- ; 


ican Journal of Obstetrics. November, 1917. 


Scott has had six cases in which he observed an acute 
dilatation of the uterus without perforation or hemor-_ 
rhage during the performance of the curettage for abor- 
tion. Sudden relaxation of the uterus from a depth of — 
9 cm. to 15 cm. has been observed. The condition is more | 
frequent than the literature would indicate, according to! 
Scott. It is important to bear this possibility in mind, 
as the surgeon may otherwise be prone to institute the 
wrong course of procedure or leave unfinished the neces- | 
sary operation. 


The Management of Decubitus, a System in Use 
at Kings County Hospital.  Browninc, 
Brooklyn. Medical Record, October 13, 1917. e 


For the local treatment of bedsores, Browning recom- 
mends 12% solution of the 40% formaldehyde. A con- 
venient way to meet the various indications each time is 
to cleanse the ulcer and all its ramifications with plain 
boiled water as warm as can be handled. Then finish with 
cold formaldehyde dilution, getting it well into each crypt] 
and sinus. This includes automatically the stimulating! 
effect of alternating temperatures. Z 

To avoid the exsiccating action of the solution on the|~ 
user's hands it might be applied by means of swabs or 
under the protection of rubber gloves, but it is better to) 
make the application with a syringe. This method has they” 
advantage of facilitating introduction into all pockets and] 
covered tracts and contact with the exposed surfaces. | 

Finally it is necessary to have a dressing material that 
in the intervals of cleansing keeps up the action so far as’ 
practicable. For this purpose the subiodide (oxyiodide)) 
of bismuth has been found very satisfactory. It is dusted 
on in sufficient quantity to make a protective absorbent 
and antiseptic layer everywhere over the area. 

This whole dressing must be repeated as often as re; 
quisite for cleanliness, at the start several times in 24 hours” 
and thereafter twice or thrice a day is a minimum) 
When the raw surface becomes dry and clean crusts form)” 
they may be left undisturbed to facilitate cicatrization. 


Limitations of Local Anesthesia. F. Warsox| 
Interstate Medical Journal, December, 1917. : 


For fingers and toes infiltration around the base of t 
digit is sufficient for analgesia. For operations above t 
wrist and ankle the regional nerve block method of Mat 
is more satisfactory and quicker than local infiltration. 77 

Trephining, exploratory craniectomy, mastoidectom!) 
and removal of depressed fractures are easily performe 
under local anesthesia, to the greater safety of the patien 
The bone, dura, and brain substance are insensitive. 

All forms of inguinal, femoral, ventral and umbili 
hernia can be operated under local anesthesia. 4 

Other operations are also mentioned, but those quoted 
above are most important. 


Sterilization is proper under such condi- © 


Special environal conditions de- | 
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